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Clinical Practice Guideline 
 Violence Risk Assessment at Triage  
 
Background 
This Clinical Practice Guideline for violence risk assessment at triage was funded by 
the Mona Menzies Post Doctoral Grant, Nurses Board of Victoria 2007.   
 
The incidence of violence in Australian health care settings has increased 
considerably in the past ten years, and the safety of service-users, health care staff, 
and the general public has become a major concern. A key focus of recent literature 
on violence in health has also identified a critical need to reduce the adverse 
outcomes associated with managing violence, including staff injury, service-user 
injury and trauma associated with mechanical restraint and seclusion, and the high 
demand on resources required to manage an episode of violence.   
 
Triage services are pivotal to Australian health care service delivery, in that they 
facilitate public access to acute health services. Risk assessment of violence at 
point-of-entry to health services has become an important component of routine 
triage practice. The opportunity for early identification and prevention of violence at 
triage is significant, in that point-of-entry assessment of risk factors and warning 
signs for violence can lead to care planning that includes strategies to reduce the 
likelihood of an incident of violence occurring. To date, consistency in violence risk 
assessment has been problematic at triage, as an evidence-based guideline to 
support decision-making has not been available. 
 
Method: The study design was based on the National Health and Medical Research 
Council’s methodology for the development of Clinical Practice Guidelines, outlined 
in; A guide to the development, implementation and evaluation of clinical practice 
guidelines.  
 
Aims: The purpose of the study was to develop a Clinical Practice Guideline to 
provide an evidence-based decision-making framework for health care clinicians 
performing violence risk assessment at triage. Clinical Practice Guidelines for 
violence risk assessment emphasise prevention of violence through early 
identification and intervention, and thereby seek to maximise the potential for safer 
outcomes for service-users, health care workers, and the general public.  
 
Results: Through an exhaustive systematic review, this project has established best 
evidence for risk factors pertinent to violence in health service user populations, 
which are significant to assessment at triage. The findings from this study have 
informed the development of a Clinical Practice Guideline for Violence Risk 
Assessment at Triage.  
 
Chief Investigators: 
Dr. Natisha Sands, Dr. Marie Gerdtz, Associate Professor Stephen Elsom  
The University of Melbourne, June 2009. 
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5 . 6 W a r n i n g s i g n s o f i m p e n d i n g v i o l e n c e . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 8 2
 
 
6 . R i s k f a c t o r s : S p e c i a l p o p u l a t i o n s . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 8 4
 
6 . 1 A d o l e s c e n t s . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 8 4
 
 
 
6 . 2 A g e d p e r s o n s ( 6 5 + ) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 8 8
 
 
 
6 . 3 M e n t a l I l l n e s s . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 9 1
 
 
 
 
 
7 . E n v i r o n m e n t a l f a c t o r s . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 9 5
 
 
 
 
8 . S t a f f r e l a t e d r i s k f a c t o r s f o r s e r v i c e - u s e r v i o l e n c e . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 9 9
 
 
 
9 . T e l e p h o n e t r i a g e . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2 0 2
 
 
 
 
 
1 0 . T r i a g e q u i c k r e f e r e n c e g u i d e t o r i s k f a c t o r s f o r v i o l e n c e . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2 0 4
 
A p p e n d i c e s . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2 1 3
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1. Background 
 
This project was funded by the Nurses Board of Victoria, and undertaken by The 
University of Melbourne; to develop evidence based Clinical Practice Guidelines for 
violence risk assessment at triage (via Mental Health and Emergency Department 
services). The guideline was developed according to the National Health and Medical 
Research Council’s (NHMRC) methodology for the development of Clinical 
Guidelines, outlined in; A guide to the development, implementation and evaluation 
of clinical practice guidelines.  
 
Service-user perpetrated violence is a significant problem in many Australian health 
care settings, resulting in considerable organisational costs in terms of staff injury, 
staff recruitment, litigation, insurance, and the delivery of quality health care.  
 
Violence in health care has received considerable attention in the literature 
(Australasian College for Emergency Medicine, 2004; Chappell & Di Martino 1998; 
Gerdtz, Maude & Santamaria, 2005; Leather, Brady, Lawrence, Beale & Cox 1999; 
Perrone, 1999; Poster, 1996). The World Health Organization (2002) has identified 
violence as worldwide public health problem, noting its high prevalence across all 
societies. Perrone (1999) suggested that increasing rates of occupational violence in 
the health care sector are reflective of rising levels of violence in the general 
population. Elliot (1997) identified that workers who are engaged in face-to-face 
contact with service-users are at a greater risk of workplace violence than other 
occupations. While there are a number of identified sources of occupational violence 
in healthcare settings, service-user aggression directed from service-user to 
employee is the most prevalent ( Mayhew & Chappell, 2001). 
 
Recent Australian studies have highlighted an increase in occupational violence in 
health care settings ( Benveniste, Hibbert, Runciman, 2005; Kennedy, 2005) 
Between July 2000 and 2002, Australian healthcare institutions reported over 42,000 
safety-related incidents involving service-users of healthcare to the Australian 
Incident Monitoring System (AIMS). Of these, almost ten percent involved aggression 
by service-uses towards staff and others, with substantially higher prevalence rates 
in emergency and psychiatric settings ( Benveniste, Hibbert, Runciman, 2005).  
 
A recent study in Victoria has put the figure much higher than the incidents reported 
to AIMS, with 2264 episodes of service-user aggression occurring in four hospitals 
over a six month period (Gerdtz et. al 2005). A Tasmanian workplace scoping study 
of over 2400 respondents identified that sixty-four percent of workers had 
experienced violence in the preceding four weeks (Farrell, Bobrowski, Pullen & 
Bobrowski, 2003). Owen, Tarantello, Jones and Tennant (1998) conducted a multi-
site prospective audit of violent incidents over a seven-month period and found a 
staff tendency to under-report incidents of violence. This finding was confirmed by 
Background 
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Lyneham (2000), who conducted a survey of 266 emergency department nurses 
which confirmed that seventy percent of aggressive incidents were not reported to 
authorities. Thus, the actual incidence of violence directed toward staff is currently 
unknown; however, what is clear from the evidence is that violence in Australian 
health care settings is a significant problem requiring urgent attention. 
 
There are many consequences of service-user aggression. Aggression negatively 
impacts on both service-users and staff, and also affects ward routine and health 
service provision in general (Daffern, 2007; Daffern, Mayer & Martin, 2003; Daffern & 
Howells, 2002). Aggression also directly affects treatment decisions, such as 
pharmacological treatment, levels of supervision, continued need for hospitalisation 
and access to health care programs (Daffern, 2007; Daffern & Howells, 2002; 
Daffern, Mayer & Martin, 2003). Injury to service-users and staff are also frequent 
and undesirable consequences of aggression (Daffern & Howells, 2002). Aggression 
can also result in significant costs to ward atmosphere, morale, and functioning 
(Daffern & Howells, 2002). Organisational problems related to aggression include 
time lost from sick leave taken by staff in response to aggression, problems with staff 
recruitment and retention, and compensation for injury, as well as litigation costs 
(Daffern, 2007; Daffern, Mayer & Martin, 2003; Daffern & Howells, 2002). 
 
The assessment and prediction of violence risk at point of entry to the health service 
(triage) has become an extremely important component of clinical nursing practice in 
Mental Health care settings (Sands, 2007). The identification of risk factors for 
service-user violence enables early intervention and prevention, thus potentially 
reducing the significant costs associated with service-user violence.  
 
To date, consistency in identifying risk factors for service-user violence has been 
problematic due to the lack of evidence-based guidelines for practice. Another factor 
impacting on the quality and consistency of violence risk assessment at triage is that 
triage nurse’s educational and professional preparation for meeting the specific 
complexities of this task are minimal, and lack a suitable evidence base.  
 
This project aims to address these gaps in research and practice by first, establishing 
best evidence for risk factors associated with service-user violence, and second, 
utilising this evidence to develop Clinical Practice Guidelines for violence risk 
assessment at triage.  
 
1.2 Ethical Approval  
 
This project was conducted according to the guidelines and principles for ethical 
research as outlined in The National Statement on Ethical Conduct in Human 
Research (2007).  
 
The project was registered as a Quality Assurance activity by Melbourne Health and 
The Alfred Hospital. Ethical approval for this minimal risk project was also provided 
by The School of Nursing and Social Work Human Ethics Advisory Group at The 
University of Melbourne (Ethics application I.D 0711281.1). 
 
Participation in the project by Expert Panel members, Triage Clinicians, and Service- 
Users was on a voluntary basis, and the choice to remain anonymous was offered to 
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Triage Clinicians (involved in pilot-testing) and Service Users.  
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2. Method 
2.1 Systematic review: introduction 
 
The research design employed in the development of this guideline was based on 
the National Health and Medical Research Council’s (NHMRC, 1999) methodology 
for the development of Clinical Practice Guidelines, outlined in; A guide to the 
development, implementation and evaluation of clinical practice guidelines. A 
systematic review of the literature identified the highest level of evidence on risk 
factors for service-user violence in healthcare settings. A (draft) Clinical Practice 
Guideline (CPG) was developed from this systematic review, which was 
subsequently refined with input from multi-disciplinary expert clinicians and service-
users to produce the final CPG.  
 
A core principle underpinning guideline development is the inclusion of best available 
evidence. This evidence must be evaluated with rigorous and systematic review 
methods. 
 
The purpose of a systematic literature review is to evaluate and interpret all 
available research evidence relevant to the research question. In this approach,  
all relevant primary research is identified, a standardised appraisal of the quality of 
the evidence is made, studies of acceptable quality are systematically synthesised. 
This method is different from a traditional literature review, where previous studies 
are described, but not systematically identified, assessed for quality and synthesised. 
 
2.2 Procedural guidelines  
 
The process for conducting a systematic review is similar to primary scientific 
research in that it involves the careful and systematic collection, measurement, and 
synthesis of data. In a systematic review, the ‘data’ to be analysed is the research 
papers included. 
 
A systematic review involves a number of discrete steps: 
 
1. question formulation; 
2. finding studies; 
3. appraisal and selection of studies; 
4. summary and synthesis of relevant studies; 
5. determining the applicability of results; and 
6.   reviewing and appraising the economics literature. 
 
Due to the lack of previous studies related to evaluating the economic impact of 
violence risk assessment in health the sixth step in this process was unachievable in 
the present study. In addition, due to the large number and variation (lack of 
homogeneity) of risk factors identified in the included studies as significant to service-
user violence, it was outside the scope of this study to calculate the effect size for 
Method 
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each risk factor, however,  where reported in the original study these data are 
presented.  
2.3 Research question  
 
Question formulation involves first, identifying what type of question is being asked; 
this guides the direction of the project. The type of evidence required will vary with 
the clinical question. How to Review the Evidence: Systematic Identification and 
Review of the Scientific Literature (NHMRC 2000a) lists six different types of 
questions, including questions about interventions, diagnostic accuracy, aetiology, 
prediction or prognosis, and questions related to economics. Determining the type of 
question being asked is fundamental to identifying the category of research, which 
then guides the most appropriate approaches to take in assessing the evidence.  
 
In this systematic review we aimed to answer the following question:  
 
‘What are the risk factors for service-user violence in acute healthcare 
settings?’ 
 
The following subsidiary questions were used to guide the review:  
 
1. What factors do service users and staff report as increasing the risk of violent 
behaviour? 
2. What are the warning-signs of imminent service-user violence?  
3. What are the risk factors for service-user violence in acute healthcare settings? 
4. Which risk factors have predictive validity? 
5. Which violence risk assessment instruments reliably predict imminent violence 
in health-care settings? 
6. Which violence risk assessment methods are most valid in triage settings? 
 
2.3.1 Prediction and prognosis (research category) 
 
The evidence grading table provided by NHMRC1 focuses specifically on illness and 
pathology, and was deemed unsuitable for this project, in which the focus is on 
identifying risk factors for violence.  
 
Discussion with NHMRC confirmed that the correct research category for this study is 
Prediction and Prognosis.  In Prediction and prognosis studies, the research is 
guided by the following question: ‘Can the risk for a patient be predicted?’ 
 
In prediction and prognosis studies, the research question seeks to determine the 
risk to the person by putting together several risk factors and using the combined 
information to decide the level of risk to the person. Unlike the question of aetiology, 
causation is not so crucial. Strongly predictive risk markers are also useful.  
 
Prognostic questions generally contain two parts: 
a. the definition of the patient population of interest, and b. the outcomes of interest.  
The implicit third part of the question is the set of risk factors that have been used for 
the prediction of prognosis. The principal aim is prediction of outcomes, whether or 
                                                 
1
 NHMRC (2000) table 1.3– Grading evidence 
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not the factors are causal. Secondly, the combination of multiple factors for prediction 
will often give better prediction than the single factors. 
2.3.2 Study design 
 
According to NHMRC, the ideal study design for prognostic studies should focus on 
cohort studies with an ‘inception’ cohort of patients with a condition followed for a 
sufficiently long period of time for the major outcomes to have occurred. The 
following evidence table (table 1) is provided by NHMRC to guide the types of study 
designs relevant to prediction and prognostic studies.  
 
       Table 1.  NHMRC Evidence table for prediction and prognostic studies 
 
Level  
 
Study type 
I Systematic review of level II studies 
II Prospective cohort study 
III-1 All or None (NA disease studies) 
III-2 
Analysis of prognostic factors amongst untreated control patients in an 
RCT 
III-3 Retrospective cohort study 
IV Case series, poor quality cohort study 
 
2.4 Critical appraisal of the evidence  
 
Standardized methods outlined by NHMRC2 were used to assess the level of 
evidence in studies identified as relevant in the systematic review. Levels of evidence 
are determined by measuring the appropriateness of the study design to the topic of 
enquiry, or research question. The results of each included study must be assessed 
according to the following three dimensions of evidence:  
 
2.4.1. a. Strength of evidence  
 
a. Level of evidence: the design of the included study is assessed according to 
its place in a hierarchy. The hierarchy reflects the effectiveness of the study 
design to answer a particular research question. Effectiveness is based on the 
probability that the design of the study has reduced or eliminated the impact of 
bias on the results.  
 
b. Quality of evidence: as well as considerations of the level of evidence of 
studies, the quality of the research must also be investigated to ensure it 
                                                 
2
 How to use the evidence: assessment and application of scientific evidence (NHMRC 2000b). 
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meets the stringent criteria necessary to guide best practice. Each included 
study is critically appraised as to its methodological quality. The study is 
assessed according to the likelihood that bias, confounding and/or chance 
have influenced the results. The studies identified as relevant to the 
investigation typically vary greatly in quality. A critical appraisal of each of the 
identified relevant studies is therefore needed, so that only those of 
appropriate quality are selected. To avoid selection bias, a systematic and 
standardised approach to the quality appraisal of studies is employed (see 
Appendix A: Quality Appraisal Tool). The quality of the evidence identified by 
the systematic review was assessed by evaluating the research methods 
employed by each study. Studies with a low quality of evidence were excluded 
from the review.  
 
c. Statistical precision: included studies are assessed to determine whether the 
effect is real, rather than due to chance (using a level of significance 
expressed as a P-value and/or a confidence interval) 
2.4.2. b. Size of effect  
This dimension is relevant to measuring the clinical impact (effect size) of the 
findings of studies. This dimension is particularly relevant to intervention 
studies (disease/pathology). In the present study (prediction/prognosis) on risk 
factors for service-user violence, disease /intervention study designs are rarely 
if ever used. Where studies included in the review report effect size for risk 
factors these are reported in the results, however, it was outside the scope 
and feasibility of this study to calculate effect size for each identified risk factor.  
2.4.3. c. Relevance of evidence  
 
This dimension assesses the relevance of the results of each individual study with 
respect to:  
 
1. Outcomes: the appropriateness of the outcomes. Are they relevant to the 
patient?  
2. Population: are the outcomes of the study based on a similar population 
and therefore generalisable or applicable to the population of interest?  
3. Intervention: are the outcomes of the study a consequence of a similar 
intervention and therefore generalisable or applicable to the intervention of 
interest?  
2.4.4. Grading the evidence 
 
The process of the systematic review involves several stages of sifting through 
identified studies, sorting studies the meet the inclusion criteria, appraising the quality 
of these studies, then finally deciding on an overall grade for the evidence in the 
included studies.  Evidence statements (and recommendations) are developed from 
this final process. The application of a grade to a recommendation is based on an 
assessment of all the included studies for that recommendation (the ‘body of 
evidence’). The five components that are considered in judging the body of evidence 
are:  
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1. Volume of evidence (which includes the number of studies sorted by their 
methodological quality and relevance to patients)  
2. Consistency of the study results  
3. Potential clinical impact of the proposed recommendation  
4. Generalisability of the body of evidence to the target population for the 
guideline  
5. Applicability of the body of evidence to the Australian healthcare context.  
 
The final grading of the evidence is achieved using the body evidence assessment 
matrix outlined by NHMRC3, described in Table 2 (below). 
 
Table 2.  NHMRC body of evidence assessment matrix 
A B C D 
Component 
Excellent Good Satisfactory Poor 
Volume of 
evidence 
Several level I or II 
studies with low 
risk of bias 
One or two level II 
studies with low 
risk of bias 
 
SR / multiple level 
II studies with low 
risk of bias 
level III studies 
with low risk of 
bias 
 
Level I or II 
studies with 
moderate risk of 
bias 
Level IV studies 
 
Level I to III 
studies with high 
risk of violence 
 
 
Consistency 
All studies 
consistent 
Most studies 
consistent and 
inconsistency may 
be explained 
Some 
inconsistency 
reflecting genuine 
uncertainty 
around clinical 
question 
Evidence is 
inconsistent 
Clinical impact Very large Substantial Moderate 
Slight or 
restricted 
Generalisability 
Population/s 
studied in body of 
evidence are the 
same as the target 
population for the 
guideline 
Population/s 
studied in the body 
of evidence are 
similar to the target 
population for the 
guideline 
Population/s 
studied in body of 
evidence different 
to target 
population for 
guideline but it is 
clinically sensible 
to apply this 
evidence to target 
population 
Population/ 
studied in body 
of evidence 
different to target 
population and 
hard to judge 
whether it is 
sensible to 
generalise to 
target population 
Applicability 
Directly applicable 
to Australian 
healthcare context 
Applicable to 
Australian 
healthcare context 
with few caveats 
Probably 
applicable to 
Australian 
healthcare 
context with some 
caveats 
Not applicable to 
Australian 
healthcare 
context 
 
2.4.5 Overall grade of recommendation  
The overall grade of recommendation reflects the strength of the evidence supporting 
it. It is based on a summation of the grading of individual components of the body of 
evidence assessment. A recommendation cannot be graded A or B unless the 
volume and consistency of evidence components are both graded either A or B.  
                                                 
3
 NHMRC (2008 ) additional levels of evidence and grades for recommendations  
for developers of guidelines 
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NHMRC grades of recommendation4 are provided to assist users of the clinical 
practice guideline in making clinical judgements and indicate the strength of the 
recommendation. Grade A and B recommendations are generally based on a body of 
evidence which can be trusted to guide clinical practice, whereas Grade C and D 
recommendations must be applied carefully to individual clinical and organisational 
circumstances and should be followed with care.  
 
 
  Table 3. Description of recommendation grades. 
Grade of 
recommendation  
Description  
A  Body of evidence can be trusted to guide practice  
B  
Body of evidence can be trusted to guide practice in most situations  
C  
Body of evidence provides some support for recommendation(s) but care 
should be taken in its application 
D  
Body of evidence is weak and recommendation must be applied with caution  
D (GPP) 
Level D evidence. Contains a good practice point (GPP), a recommendation 
for best practice based on the experience of the guideline development group. 
 
 
2.5 Guideline development: Expert panels, pilot test, and service-
user feedback 
                                                                                                                                         
NHMRC (1999) stipulate that while clinical practice guidelines must be developed 
through a rigorous process of systematic review, guideline development should also 
be multidisciplinary and include consumers. If guidelines are to be relevant, those 
who are expected to use them or to benefit from their use should play a part in their 
conception and development. Involving a range of specialist clinicians, allied health 
professionals, and consumers aims to improve the quality and continuity of care, and 
increases the potential for uptake of the guidelines into clinical practice. 
 
To establish the clinical validity of the (draft) Guideline, an expert panel of ten 
multidisciplinary triage clinicians was established at two major metropolitan hospitals 
(n=20). Members of the panel were purposely selected for their expertise in both 
triage and violence risk assessment. Members of the panel were presented with the 
draft clinical practice guideline for review with the aim of reaching consensus on the 
guideline content. Lyn’s (1985) content validity method, which utilities a 4-point 
ordinal rating scale (1=not relevant 4=very relevant) was used to rate each section of 
the guideline, and space for providing comment on each section was also provided 
(see Appendix B: Expert Panel Content Validity). Extensive field notes were also 
taken at focus group meetings and these findings were included in the analysis.  
 
                                                 
4 NHMRC (2008) additional levels of evidence and grades for recommendations  
for developers of guidelines 
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A pilot-testing instrument utilising a five-point Likert Scale (1=strongly agree 
5=strongly disagree) and options for comment was used at the two participating sites 
to assess the utility of the guideline in triage clinical practice (see Appendix C: Pilot 
Test). The pilot test instrument was subject to testing for relevance and utility prior to 
commencing data collection (n=10). Using Lyn’s (1985) content validity method (for 
10 raters), a minimum of seven of the 10 raters were required to rate items 
1,3,4,5,6,7,8, and 9 with scores of no less than 4 and 5 to achieve consensus, while 
a minimum of seven of 10 raters were required to rate items 2 and 10 with scores of 
no less than 1 and 2 to achieve consensus. Data were collected from ED and Mental 
Health triage clinicians (n=16) regarding the useability and relevance of the (draft) 
Guideline to triage clinical practice.  
 
In addition, a service-user panel (n=4) was established to provide input on service-
users’ perspectives of the (draft) Guideline. Service-users were provided with a copy 
of the (draft) Guideline and asked to provide written feedback about consumer focus 
and language usage. (see Appendix D: Service-User feedback).  
 
All qualitative data arising from the expert panel focus groups, content validity testing, 
pilot testing, and service-user feedback were analysed using content analysis 
method (Krippendorf, 2004).  Content analysis provides a systematic way of 
determining the frequency, order or concentration of words or phrases as they 
appear in conversation, providing a meaningful organization of the main themes and 
ideas in the data.  
 
Contributions made by expert panel members, triage clinicians, and service-users on 
the clarity, relevance, usability, consumer focus and language usage were 
incorporated into the final Guideline. Recommendations relevant to triage practice 
were also incorporated into the final Guideline as good practice points. 
2.6 Systematic review: Inclusion/exclusion criteria  
The following section of the report describes the steps taken in the present 
systematic review, including inclusion/exclusion criterion, domains (scope) of 
research, search strategies, and critical appraisal of the evidence. 
2.6.1. Inclusion/exclusion criteria for studies  
The inclusion (accept) and exclusion (reject) criteria for the study are described 
below:  
a. Accept  
The (peer reviewed) article presents analyses that identify risk factors for violence. 
That is, the article presents statistical analyses performed on samples. This does not 
include articles that just describe the frequencies of risk factors among samples, as 
this does not allow for identifying variables as risk factors. Included articles should 
not just present data that has been published elsewhere (unless it was a meta-
analysis). The article should present original analyses. 
b. Reject 
The article contains none of the above.  
2.6.2 Domains of research  
The following section provides an overview of the areas of research related to 
violence in healthcare (settings) scoped by the review, and the rationale for their 
inclusion. 
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1. Risk factors (healthcare settings) 
 
Rationale 
Triage is the point of entry to the health service, and as such the scope of service 
provision at triage is broad, encompassing all ages and conditions. Thus, the 
systematic review necessarily involved investigating violence within a range of 
healthcare settings and populations.  
 
The aims of review were focussed toward identifying best evidence for the trisk 
factors for violence and prevention of actual violence. In light of this, the review 
specifically investigated physical assault as opposed to non-physical forms of 
aggression. In addition, a focus of the review was specific to violence involving 
service-users in healthcare settings. 
 
Due to the difficulty in controlling for the effect of environmental influences intrinsic to 
extended care settings (e.g. residential/ nursing homes, forensic) on violent 
behaviour compared to that within acute healthcare settings (e.g. ED, inpatient 
psychiatric care) we excluded studies conducted within environments outside of 
acute care. In addition, highly specialized acute care settings and programs of 
research not generalisable to point-of-entry services were also excluded (e.g. 
specialist substance abuse treatment, epilepsy, intellectual disability settings) 
 
Assessment of children was considered outside of the scope of the review as in 
Australia, and many developed countries, paediatric health services are highly 
specialized and often delivered in separate services than the mainstream services. 
 
Included: 
• Studies that report on triage assessment 
• Studies that report on service-user violence in a healthcare setting 
• Studies that report on physical assault 
• Studies that report on violence risk assessment 
 
Excluded: 
• Studies that focus on domestic violence, family violence, violence towards 
property, verbal abuse,  threatening behaviour, sexual violence 
• Studies conducted within the following settings: forensic inpatient units, 
substance abuse treatment centres, aged residential settings, neurological 
settings,  
• Studies focused on children under the age of 12 
• Studies on samples of people with intellectual, developmental disability or 
learning disorders 
• Qualitative / descriptive studies  
2. Risk factors (community settings) 
Rationale 
Triage provides services to the broad community, which includes individuals that 
have not previously accessed or used health services. Thus, the review needed to 
include the evidence on risk factors for violence in general populations. 
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Community studies were included to identify risks of violence in the community so 
that clinicians can be aware of general risk factors as well as health service-user 
specific risk factors to assist in early identification and prevention.  
 
The review focussed on studies using representative samples of broad community 
populations. Studies investigating specific subsets of the population (e.g. violence 
following discharge from mental health unit) were not included because their focus is 
on specialist populations within the community, and risk factors identified may not be 
generalisable to other groups within the broader community. 
 
Included: 
• Studies that report on violence, including violent crime, in the community 
• Studies where the sample represents a broad community population as 
opposed to a specific subset of the population. 
 
Excluded: 
• Studies in which the specific focus of the research was substance use / abuse 
• Studies that sampled specific subsets of the general community 
• Studies conducted in prisons or with offender populations 
2.7 Search strategies 
 
The systematic review sought to identify all relevant published literature applicable to 
the research questions. This process involved a manual web-search for any 
published grey literature relevant to the topic, as well as an exhaustive search of 
medical, nursing and psychiatric databases for relevant peer reviewed journal 
articles. Literature was included in the review if it was written in English, was 
published in, or after, 1997, concerned topics relevant to any of the research 
questions, and satisfied quality grading appraisals.  
 
A hand search for relevant grey literature was conducted via the internet. Articles 
relevant to violence risk assessment, violence prevention or aggression management 
were sought. Grey literature was collected via a three-step process:  
 
1) A preliminary list of organizations with websites containing grey literature 
relevant to topics of violence risk, violence risk assessment, and violence in 
healthcare were identified through discussion among members of the research 
team, and peer reviewed articles. The web sites of these organizations were 
searched and relevant articles and reports were collected. 
 
2) Searches were conducted on Google and relevant Clinical Practice 
Guideline search databases to identify other organizations, as well as 
individual pieces of grey literature that were not contained in the preliminary 
list. Relevant Clinical Practice Guideline databases searched included:  
 
o The Cochrane Library 
o Consensus Guidelines (http://www.psychguides.com/) 
o National Clinical Guidelines Database (NeLH) 
o Royal College of Physicians guidelines database 
o US National Guideline Clearing house (http://www.guideline.gov/) 
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Organizations identified by this process were searched for relevant literature 
as described above (step 1). 
 
3) Reference lists in grey literature collected in steps 1 and 2 (above) of the 
search process were scanned to identify further organizations and individual 
pieces of grey literature relevant to the topic. The websites of these 
organizations were searched and appropriate grey literature was collected. 
 
The web sites of the following organizations and databases were searched for grey 
literature: 
 
• American Psychiatric Association 
• American Psychiatric Nurses Association 
• Australasian College for Emergency Medicine 
• Australian Institute of Criminology 
• British Medical Journal Guidelines 
• Canadian Medial Association 
• Centre for evidence-based mental health 
• The Cochrane Library 
• Consensus Guidelines (http://www.psychguides.com/) 
• Department of Human Services 
• eMJA – Medical Journal of Australia guidelines 
• HORATIO 
• US Health Services Technology Assessment Text 
• International Council of Nurses 
• International Labour Organization 
• Joanna Briggs Institute 
• National Clinical Guidelines Database (NeLH) 
• National Institute of Clinical Studies (NICS) 
• National Safety Council of Australia 
• New Zealand Guidelines Group 
• NHMRC 
• Royal Australian & New Zealand College of Psychiatrists 
• Royal College of Nursing 
• Royal College of Physicians guidelines database 
• Royal College of Psychiatrists  
• SBU - The Swedish Council on Technology Assessment in Health Care 
• SIGN – Scottish Intercollegiate Guideline Network 
• US National Guideline Clearing house (http://www.guideline.gov/)  
 
 
In order to identify relevant peer-reviewed journal articles, the following online 
databases were searched: 
• CINAHL 
• EMBASE 
• MEDLINE 
• PsycINFO 
• Ovid 
 
 19 
To assist with the development of thorough and appropriate search terms, a brief, 
preliminary search of these databases was conducted in relation to ‘violence risk 
assessment’ and triage.  
 
Although no articles were found directly related to violence risk assessment within 
triage services, the search revealed several related domains of investigation which 
informed the development of the guideline. These domains included studies that 
investigated: characteristics and behaviours of health service-users that may predict 
violence, characteristics and behaviours of clinicians that may predict violence, 
violence in community health care, violence in emergency departments, violence 
among special populations such as adolescents and aged persons, and violence by 
people with mental health issues, particularly that within inpatient psychiatric units, 
forensic settings, and community mental health.  
 
These domains also correspond to the provision of triage service more generally, 
which encompasses point-of-entry assessment of people of all ages, cultures and 
conditions, in varying states of ill-health (see Figure 1 below).  
 
 
 
Figure 1. Domains of research relevant to systematic review/ Domains of triage service 
provision 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A search of online databases was conducted using key words related to the following 
topics (see Table 4 below).  
 
 
 
 
 
hospital  
& inpatient 
settings 
 
 
 special 
populations 
health 
service-users 
 
community 
violence 
 
clinicians 
 
TRIAGE 
mental   
illness  
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Table 4. Synopsis of search terms used to locate peer-reviewed journals 
Population/setting Study Factor 1 - Violence Intervention –  
Risk assessment 
• Triage 
• Mental health triage 
• Forensic units 
• Emergency Department (ED) 
• In-patient psychiatry 
• Community-based psychiatry 
• People with mental illness 
• Criminal offenders 
• Violence 
• Aggression 
• Assault 
• Abuse 
• Dangerousness 
• Recidivism 
• Criminal 
offences/convictions 
• Risk assessment 
• Risk appraisal 
• Risk factor 
• Risk marker 
• Risk indicator 
• Predictor 
• Antecedent 
• Precipitant 
• Warning signs 
 
Following the retrieval of articles, the reference lists of relevant articles were 
examined to locate other relevant articles that may not have been detected. This 
process was also used to generate search terms that were incorporated into the main 
search strategy. 
2.7.1 Selecting relevant literature 
 
After grey literature and journal articles were retrieved by the search they were sifted 
according to the following process: 
 
1) The first sift of relevant literature identified articles that meet the study inclusion 
criteria, and are relevant to the overall study on the basis of their title and/or abstract 
(verified by two reviewers). Papers that appeared relevant, but the abstract was 
unclear or unobtainable, were ordered. These papers were read by one reviewer to 
determine their relevance. If they were deemed to be relevant they were checked by 
a second reviewer. Several systematic sifts of literature using multiple search 
combinations (described above) were undertaken to ensure the search was 
exhaustive.  
 
2)  A team of six researchers were involved in the critical appraisal of the articles. All 
included articles were critically appraised by one reviewer. A sample of 50 percent of 
the total number of included articles were critically appraised by a second reviewer to 
establish inter-rater reliability. All of the final studies were subject to critical appraisal 
by three or more researchers. 
            
       Figure 2. Review process                               
      
 
 
 
 
 
 
 
 
 
 
 
 
Conduct search / retrieve search results  
Evaluate thematic content of search 
results 
Evaluate results according to inclusion / 
exclusion criteria 
 
Quality appraisal 
 
Final results 
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3. Results  
3.1 Results: overview 
The results of the systematic review are presented in the following section of the 
report. Studies that identified risk factors as significant were deemed clinically 
relevant to the aims of the review and are presented here. The review did not have 
scope to calculate effect size for each risk factor; however, these are reported when 
cited by author in the original article.  
 
The studies that were reviewed used many ways to measure the risk factors for 
violence presented in these tables. Some studies measured a range of outcomes of 
aggression or violence. Only results pertaining to physical assaults are reported here. 
Results that reflect measures of non-physical forms of aggression, or combined 
physical and non-physical aggression are not reported here due to bias / confounding 
issues. Some studies identified significant risk factors that were not included in the 
report as they were not deemed to be relevant to triage. Significant risk factors 
identified in each study are presented by case by case basis. Names for risk factors, 
and risk factor categorization were decided on through consultation between the 
researchers involved in this project. The results are presented in the following 
sections:  
 
1. Included studies 
2. Excluded studies 
3. Significant findings found in the literature that were not included in the review 
4. Results – Expert panels, Pilot testing, Service User feedback 
                                                              
 
   Figure 3. Synopsis of results 
 
 
  
 
          
 
 
 
 
 
 
 
 
 
 
Results 
 
Total number of search 
results retrieved:  
n=6847  
 
Studies that met eligibility 
criteria for inclusion in the 
review   n=326 
 
 
Studies that met eligibility 
criteria, but not quality 
appraisal   n=277 
 
 
Total included studies  
n =49 
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3.2 Included studies  
 
The following tables describe studies that met the eligibility criteria and quality 
appraisal standards for inclusion in the review. The study design, evidence level and 
reasons for inclusion for each study are described. The studies are organized into 
groups according to risk factors for violence identified in the systematic review.   
3.2.1. Demographic factors 
 
Table 5. Demographic risk factors for violence identified in the literature 
Risk factor Volume Consistency Generalisability Applicability 
FINAL 
GRADE 
Male gender  
(healthcare settings) 
C C B B 
 
C 
Male gender 
(community settings) 
D A B B 
 
D 
Female gender 
(healthcare settings) 
B C A B 
 
C 
 
Younger age 
C D B B 
 
D 
 
Gender 
 
Analysis of studies that were included revealed that both female and male gender 
were risk factors for violence in healthcare settings. The volume of evidence for 
females was higher than that for males in relation to violence in healthcare settings; 
however, the volume of evidence for community violence was higher for males than 
females. Whereas literature identified male gender as a risk factor for violence in the 
community, no studies identified female gender as a risk factor for violence in the 
community. On balance, the evidence suggests that both male and female gender 
carry potential risk of violence in health care settings.  
 
These findings challenge previously held beliefs that males carry a greater risk of 
violence in health. In terms of the application of these results to practice, it is relevant 
for triage clinicians to consider that males currently situated in the community may be 
a greater risk for violence than females. Another consideration for triage clinicians is 
that potential for violence in females should be underestimated, in particular, there is 
evidence to suggest that females may be more violent than males in some 
healthcare settings. In addition, some studies found no significant difference between 
genders in regard to the rate of physical assaults (Day, Franklin, & Marshall, 1998; 
Rabinowitz & Garelik-Wyler, 1999; Raja, Azzoni, & Lubich, 1997) and the likelihood 
of delivering injuries (Lam, McNiel, & Binder, 2000). 
 
Four studies that met inclusion criteria identified male gender as a risk factor for 
violence in healthcare settings. All studies were conducted in psychiatric inpatient 
units. The generalisability and applicability of these findings to Australian triage 
settings was determined to be ‘good’. Due to the finding that females are more likely 
than males to be violent in some healthcare settings, but males are more likely to 
violent in community settings, the consistency for this factor was rated ‘satisfactory’. 
Study findings related to male risk of violence in healthcare settings are presented in 
Table 16 below.  
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Table 6. Studies identifying male gender as a risk factor for violence within a healthcare setting 
Source Study setting Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Bowers, 
Allan, 
Simpson, 
Nijman, & 
Warren, 
2007)* 
Acute inpatient 
psychiatric ward 
(UK) 
Multi-method 
longitudinal 
(retrospective) 
III-3 Moderate <.00005 
IRR=1.2
0 
(CI=1.08
, 1.34) 
B B 
(Rabinowi
tz & Mark, 
1999)* 
20 psychiatric 
hospitals 
(Israel) 
Prospective 
cohort 
II Moderate <.0004 - B B 
(Steinert, 
Wiebe, & 
Gebhardt, 
1999) 
Psychiatric 
hospital 
(Germany) 
Retrospective 
cohort 
III-3 High 
Men more 
likely to 
commit 
violent acts 
p<.05 
 
Men more 
likely to 
cause injury 
p=.029 
- B B 
(Waldhete
r, Jones, 
Johnson, 
& Penn, 
2005)* 
Psychiatric 
hospital 
(USA) 
Retrospective 
cohort 
III-3 Moderate <.01 - B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *Regression conducted in Bowers et al. (2007) indentified that physical aggression was 
significantly associated with Increases in one week lag in male admissions that is, if there was 
an increase in male admissions from the previous week (adj r2=0.04, , IRR=1.20, 
95%CI=1.08, 1.34, p<0.0005). 
• *Rabinowitz and Mark (1999) reported on a study conducted across 20 psychiatric hospitals in 
Israel, that revealed that men were more likely than women to commit physically assaultive 
acts (p<.0004). 
• Steinert etl al. (1999) reported that males in this sample were more likely to cause injuries to 
other persons (p=.029) than females (Steinert et al., 1999). 
• *Regression analysis in Waldheter et al (2005) revealed that the severity of violence 
committed was related to male gender (p<.01). 
 
Five studies that met inclusion criteria identified male gender as a risk factor for 
violence in the community. All studies were conducted in community settings among 
samples of the general population. The generalisability and applicability of these 
findings to Australian triage settings was therefore determined to be ‘good’. Due to 
the lack of studies that identified female gender as a risk factor for violence in the 
community, the consistency for this factor was rated ‘excellent’. These study findings 
are presented below.  
 
  Table 7. Studies identifying male gender as a risk factor for violence in community setting 
Source Study setting Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Carvajal, Hanson, 
Romero, & Coyle, 
2002)* 
Community 
settings - 
School sample 
(USA) 
Cross-
sectional 
IV High - 
OR=2.9
1 
(CI=2.03
,  4.18) 
C D 
(Coid et al., 
2006b)* 
Community 
settings - 
Household 
sample  
(UK) 
Cross-
sectional 
IV Moderate <.001 - B B 
(Gudlaugsdottir, 
Vilhjalmsson, 
Kristjansdottir, 
Jacobsen, & 
Meyrowitsch, 
Community 
settings - 
School sample 
(Iceland) 
Cross-
sectional 
IV Low <.001 
OR=4.4
5 
(CI=3.88
, 5.11)1 
 
B C 
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2004)* OR=5.5
5 
(CI=4.66
, 6.60)2 
(Link, Monahan, 
Stueve, & Cullen, 
1999)* 
Community 
settings - 
Sample from 
population 
register 
(Israel) 
Cross-
sectional 
IV Moderate 
Fighting 
p<.001 
 
Weapon 
use p<.01 
- B C 
(Yang & Coid, 
2007)* 
Community 
settings - 
Household 
sample  
(UK) 
Cross-
sectional 
IV High <.001 
OR=5.2
4, 
(CI=4.31
,6.37) 
B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *Carvajal et al. (2002) reported that among a sample of Latino and Caucasian, U.S. 
adolescents, males were more likely than females to report fighting (OR=2.91, CI = 2.03, 4.18) 
• *Coid et al. (2006b) reports that male gender was significantly associated with reporting 
injuries to victims (p<.001), being involved in 5 or more fights (p<.001)and having 3 or more 
victim types (p<.001). 
• *Gudlaugsdottir et al. (2004) reported that a sample of school children in Iceland males were 
more likely than females to report fighting in a bivariate (OR=4.45, 95%CI=3.88, 5.11, p<.001) 
and multivariate (OR=5.55, 95%CI=4.66, 6.60, p<.001) analyses. 
• *Link et al. (1999) reported that males were more likely than females to have reported fighting 
(p<.001) and weapon use (p<.01) over the past five years. 
• *Yang and Coid (2007) reported that males had significantly increased odds of being 
physically violent compared to females in the sample (OR=5.24, 95%CI=4.31, 6.37, p<.001). 
 
Four studies that met inclusion criteria for the review identified female gender as a 
risk factor for violence in healthcare settings. Two studies were conducted in a 
psychiatric inpatient settings, one study was in a locked psychiatric facility and one 
study was conducted in a U.K. based emergency department. Due to the emergency 
department study, the generalisability of female gender as a risk factor for violence in 
triage settings was considered to be ‘excellent’. Applicability of the findings to 
Australian healthcare contexts was rated as ‘good’. Results pertaining to female 
gender as a risk factor for violence are presented in the table below. 
 
Table 8. Studies identifying female gender as a risk factor for violence within a healthcare 
setting 
Source Study setting Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Ehmann et 
al., 2001) 
Locked psychiatric 
facility 
(USA) 
Prospective 
cohort 
II Moderate =.02 
OR=17.
12 
C B 
(James, 
Madeley, & 
Dove, 
2006) 
Emergency 
Department 
(UK) 
Retrospective 
cohort 
III-3 Moderate =.001 
OR=3.0
93 
(CI=1.62
7,5.878)  
A B 
(M. 
Krakowski 
& P. 
Czobor, 
2004a)* 
Two Psychiatric 
hospitals 
Prospective 
cohort 
II Low <.05* - B B 
(Mellesdal, 
2003)* 
Acute inpatient 
psychiatric unit 
(Norway) 
Prospective 
cohort 
II Moderate 
Women were 
more likely to 
assault 
others 
p<.001* 
 
Women more 
likely to 
cause injury 
p=.01 
- B 
B 
 
 
 
 
 
* Studies that contributed to volume of evidence grading 
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Overview of study findings 
• Ehmann et al. (2001) reported that females in a locked psychiatric facility in the US were more 
than 17 times likely to be violent than males (OR=17.12) 
• James et al. (2001) reported that female participants in a U.K. emergency department were 
more than 3 times more likely to be violent compared with male patients (OR=3.093, 
95%CI=1.627, 5.878, p=.001) 
• *Krakowski & Czobor (2004a) identified a significant interaction between gender and NOSIE 
routine subscale. An analysis of least square means indicated that females with higher levels 
of impairment on the routine subscale had much higher physical assaults than the men, 
whereas at low impairment levels the gender differences were smaller.  
• A chi-square analysis reported in  Mellesdal (2003) comparing the frequency of threats, 
assaults preceded by threats, and assaults without threats showed significant sex differences 
(p<.001). Women had a higher frequency of assaults without threats, and assaults preceded 
by threats than men, but specific post-hoc tests were not reported. 
• Mellesdal, (2003) reported that among a sample of male and female psychiatric service-users, 
that females were significantly more likely than males to assault others (p<.001) and cause 
injuries to others (p=.01). 
 
Younger age 
 
Overall, seven studies that met inclusion criteria identified being younger as a risk 
factor for violence. The results of these studies are reported in Table 19. Of these, 
three studies contributed to the evidence grade, two were prospective cohort studies 
(Rabinowitz & Mark, 1999; Stafford & Cornell, 2003) and one a retrospective cohort 
study (Gudjonsson, Rabe-Hesketh, & Wilson, 1999). All three studies were judged to 
contain a moderate risk of bias. Other studies did not contribute to this grade due to 
their low level research design (Coid et al., 2006a; Cunningham et al., 2006; Link et 
al., 1999), or high likelihood of bias risk (Raja et al., 1997). In addition, a further four 
studies indicated that younger service users commit more physically assaultive acts 
then older service users. These studies compared the characteristics between 
physically assaultive service-users and non-physically assaultive service users. While 
these studies did detect significant age differences between physically assaultive and 
non-physically assaultive service-users, these differences were deemed to not be 
clinically meaningful. Results of these papers are reported in Table 20.  
 
Studies that contributed to evidence grading varied in their generalisability. Two 
studies were deemed to only have satisfactory generalisability due to the study 
setting. One study was specific to a secure psychiatric facility (Gudjonsson et al., 
1999), while another was specific to an adolescent psychiatric inpatient unit (Stafford 
& Cornell, 2003). Overall, however, younger age as a risk factor for violence was 
deemed to have a good level of generalisability. One study was conducted in 
psychiatric hospitals (Rabinowitz & Mark, 1999), which was similar to target 
population. Judgement for the overall level of generalisability was  supported by the 
three additional studies that did not contribute to the evidence gradings. All three had 
good generalisability - one study was conducted in a psychiatric intensive care unit 
(Raja et al., 1997), and three studies employed community based samples  (Coid et 
al., 2006a; Cunningham et al., 2006; Link et al., 1999). All studies contributing to the 
evidence grade were deemed to have a ‘good’ level of applicability to Australian 
healthcare contexts. 
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Table 9.Studies identifying younger age as a risk factor for violence within a healthcare setting 
Source Study setting Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Coid et al., 
2006a) 
Household sample 
(UK) 
Cross-
sectional 
IV Moderate - See note B B 
(Cunningham 
et al., 2006) 
Injured adolescents 
presenting to ED 
(US) 
Cross-
sectional 
IV Moderate <.05 
Age 
(ascending) 
(OR=.32, 
CI=.13-.78) 
B B 
(Gudjonsson 
et al., 1999)* 
Secure psychiatric 
unit 
(UK) 
Retrospective 
cohort 
III-3 Moderate See note See note C B 
(Link et al., 
1999) 
Sample from 
population register 
(Israel) 
Cross-
sectional 
IV Moderate 
Fighting 
p<.001 
 
Weapon 
use  
p<.05 
- B C 
(Rabinowitz 
& Mark, 
1999)* 
20 psychiatric 
hospitals 
(Israel) 
Prospective 
cohort 
II Moderate <.0001 - B B 
(Raja et al., 
1997) 
Psychiatric intensive 
care unit 
(Italy) 
Prospective 
cohort 
II High <.05 
Age 
ascending 
OR=.97 
(CI=.96,.98) 
B B 
(Stafford & 
Cornell, 
2003)* 
Adolescent psychiatric 
inpatient unit 
Prospective 
cohort 
II Moderate <.01 r2=.1156 C B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Coid et al (2006a) revealed that risk of violence was linearly reduced as participants aged (16-
34 yr, OR=1 (referent); 35-54yr, OR =.32, CI=.26, .40; 55-74yr, OR=.05, CI= .03, .08) 
• Cunningham et al. (2006) indicated that among a sample of injured adolescents presenting to 
a U.S. emergency department, that younger participants were significantly more likely to be 
violent. Age had a significant negative relationship with violence (OR=.32, 95%CI=.13, .78, 
p<.05) 
• *Gudjonsson, Rabe-Hesketh, and Wilson (1999) revealed that when compared to service-
users aged between 30-35, service-users aged under 30 had a significantly greater rate of 
physical assaults (95%CI for rate ratio (.64, .94), p=.08). Similarly, compared to service users 
aged over 45, service-users aged under 30 had a significantly greater rate of physical assaults 
(95%CI for rate ratio (.08, .19), p<.001). 
• Link et al. (1999) indicated that fighting (p<.001) and weapon use (p<.05) was significantly 
negatively correlated with the age of the participant. 
• *Rabinowitz  and Mark (1999) revealed that violence in a sample of psychiatric service users 
aged between 18-93 was negatively correlated with age (p<.0001A regression analysis 
conducted by Raja, Azzoni, & Lubich (1997) indicated that the age of service-users was 
negatively correlated with physical violence (OR=.97, 95% CI=.96,.98, p<.05) 
• Raja et al. (1997) indicated that that younger psychiatric inpatients were significantly more 
likely to be violent. Age of service-users had a significant negative relationship with violence 
(OR=.97, 95%CI=..96, .98, p<.05) 
• *Stafford and Cornell (2003) revealed that among a sample of adolescents aged between 12-
17, that age was negatively correlated with physical assault (r2=.1156, p<.01) 
 
Numerous studies that met inclusion criteria found contrary results in relation to 
younger age as a risk factor for violence (Ehmann et al., 2001; Fresán et al., 2005; 
Krakowski & Czobor, 1997; Krakowski, Czobor, & Chou, 1999; Lam et al., 2000; 
Steinert et al., 1999; Waldheter et al., 2005). Thus given the weight of evidence the 
consistency of this risk factor was rated ‘poor’ 
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Table 10. Studies identifying statistically significant age differences between violent and non-
violent service users where the findings were not clinically meaningful (difference in age slight 
and not useful for violence risk assessment). 
Source 
Study 
setting/sample 
Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
    ability 
(Chang & Lee, 
2004) 
Locked psychiatric 
unit 
(Taiwan) 
Prospective 
cohort 
II High =.02 - C B 
(Coid et al., 
2006b) 
Household sample  
(UK) 
Cross-sectional IV Moderate - - B B 
(M. I. 
Krakowski & P. 
Czobor, 2004)* 
Two psychiatric 
hospitals  
(USA) 
Prospective 
cohort 
II Moderate <.05 - B B 
(Raja & Azzoni, 
2005)* 
Psychiatric 
intensive care unit 
(Italy) 
Retrospective 
cohort 
III-3 Moderate <.001 - B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Chang and Lee (2004) indicated that service-users who demonstrated physical aggression 
during hospitalization (µ age =34.2)  tended to be significantly younger than non-aggressive 
service-users (µ age =40.16).  
• Coid et al. (2006b) indicate that ‘younger age’ is associated with reporting injuries to victims 
and being involved in 5 or more fights, or having 3 or more victim types in the previous 12 
months. The authors do not specify which specific age ranges correspond to ‘younger age’. 
• *Krakowski and Czobor (2004) indicated that service-users who assaulted a staff member 
during first 2 months of hospitalization (µ age = 33.6)  tended to be significantly younger than 
non-aggressive service-users (µ age = 35.6).  
• *Raja and Azzoni (2005) indicated that service users who committed physical violence (µ age 
=36.3)  were significantly younger compared with those who were hostile, but not physically 
violent (µ age =41.9) , and compared with those who showed no hostility or violence at all (µ 
age =42.2). 
 
3.2.2. Historical risk factors 
 
Table 11. Environmental risk factors for violence identified in the literature 
Risk factor Volume Consistency Generalisability Applicability 
FINAL 
GRADE 
History of previous 
violence 
C B B         A C 
History of family violence C A C         B C 
History of received 
injuries 
D A B         B D 
 
History of previous violence 
 
A total of eight studies that met inclusion criteria identified having a history of 
previous violence as being risk factor for further violence. Six of these studies 
contributed to evidence gratings described in Table 20 above. The studies listed in 
Table 21 below were conducted across a variety of clinical and community settings 
therefore generalisably of these findings to triage services was rated as ‘good’. 
Applicability of these was rated as ‘excellent’ due to the fact that an Australian study 
was included in these findings. 
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Table 12.Studies identifying having a history of violence perpetration as a risk factor for 
violence within a healthcare setting 
Source Study setting Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Arango, 
Calcedo 
Barba, 
González-
Salvador, & 
Calcedo 
Ordóñez, 
1999) 
Psychiatric 
inpatient unit 
(Spain) 
Prospective 
cohort 
II High <.05 r2=.1521 B B 
(Coid et al., 
2006b) 
Household 
sample  
(UK) 
Cross-sectional IV Moderate <.001 
See notes 
 below 
B B 
(Cheung, 
Schweitzer, 
Crowley, & 
Tuckwell, 
1997)* 
Psychiatric 
inpatient unit 
(Australia) 
Case-control III-3 Moderate <.01 - B A 
(Lam et al., 
2000)* 
Locked 
psychiatric 
inpatient unit 
(USA) 
Case-control III-3 Moderate <.001 τ =.20 C B 
(McNiel, 
Gregory, 
Lam, Binder, 
& Sullivan, 
2003) 
Locked 
psychiatric 
inpatient unit 
(USA) 
Case-control III-3 Moderate <.001 τ =.26 C B 
(Rabinowitz 
& Garelik-
Wyler, 1999)* 
Emergency room 
in public 
psychiatric 
hospital 
(Israel) 
Prospective 
cohort 
II Moderate - 
OR=8.0 
(CI=2.5-25.0) 
B B 
(Waldheter et 
al., 2005)* 
Psychiatric 
hospital 
(USA) 
Retrospective 
cohort 
III-3 Moderate 
Bivariate 
<.01 
Regression 
<.01 
r2=.773 B B 
(Watts, 
Leese, 
Thomas, 
Atakan, & 
Wykes, 
2003)* 
Two acute 
inpatient 
psychiatric units 
(UK) 
Prospective 
cohort 
II Moderate =.008 
Adj. OR=1.120 
(CI=1.031,1.218) 
B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Arango et al. (1999) found that having a history of violence was a significant predictor of 
current violence in a sample of psychiatric inpatient (p<.05,r2=.1521). 
• Coid et al (2006b) indicated that participants who injured a victim in the previous 5 years were 
more likely to report 5 or more violent incidents (OR =59, CI 43-82, P<.001) and three or more 
victim types(OR = 57, CI 42-76, p<.001). 
• *Cheung et al (1997) reported that being rated as being physically aggressive against others 
before the onset of schizophrenia (p<.01), in a previous admission (p<.001) and in a previous 
outpatient treatment (p<.01) was related to violence in a subsequent psychiatric inpatient 
admission.  
• *Lam et al. (2000), reported that a significant correlation between previous violence and 
current violence (p<.001, τ =.20). 
• * McNiel et al. (2003) in another case-control study in a U.S. locked psychiatric inpatient 
setting reported (p<.001, τ =.26). 
• *Rabinowitz and Garelik-Wyler (1999), in a prospective cohort study in an Emergency room in 
a public psychiatric hospital in Israel, reported that those with a history of violence were 8 
times more likely to commit acts of physical assault compared with those with no history of 
violence (OR=8.0, 95% CI = 2.5, 25.0). 
• *Waldheter et al. (2005), in a retrospective cohort study in a U.S. psychiatric hospital reported 
that the severity of previous violence was very predictive of severity of current violence in a 
bivariate (p<.01) and multivariate (p<.01). The multivariate analysis relationship accounted for 
77.3% of the variance (r2=.773). 
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• *Watts et al. (2003) reported that service users with a history of violence were only slightly 
more likely than those without a violence history, to commit physical assaults during their stay 
(adj OR=1.120, 95% CI=1.031, 1.218). 
 
Ehmann et a. (2001) reported no significant relationship between previous and 
current violence in a sample of treatment resistant and difficult diagnosis service-
users in a locked psychiatric treatment facility. Given the specificity of this sample, 
these findings may not be generalizable to broader healthcare populations. 
Consistency across the studies reported above rated as ‘good’. 
 
History of family violence 
 
One study that met inclusion criteria identified having a history of family violence as a 
risk factor for perpetrating violence in a U.S. adolescent psychiatric unit. Study details 
are presented in Table 22 below. 
 
Table 13.Studies identifying history of injury as a risk factor for violence within healthcare 
settings 
Source Study setting Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Day et 
al., 1998)* 
Adolescent 
psychiatric unit 
(USA) 
Retrospective 
cohort 
III-3 Moderate =.021 - C B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *Day et al. (1998) reported that within a U.S. adolescent psychiatric unit, having a history of 
family violence was found, in a logistic regression model, to be significant risk factor for 
committing acts of physical aggression against others on the unit (Wald=5.36, p=.021). This 
model, which also contained race and medication status as predictors, correctly predicted 
aggression group membership for 81% of the girls an 92% of the boys in the sample. 
 
History of received injuries 
 
One study (a U.K. household survey) that met inclusion criteria identified having a 
history of injury as a risk factor for perpetrating violence in community settings. Study 
details are presented in Table 23 below. 
 
Table 14.Studies identifying history of injury as a risk factor for violence in community settings 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *Coid et al. (2006b) reported that participants in a sample from U.K. households who reported 
injuring a victim in the previous five years were more likely to being injured themselves during 
this time period (OR=43, CI 32-57, p<.001). In addition, participants  who reported being 
injured themselves were more likely to report being involved in five or more violent incidents 
(OR=39, CI 29-54, p<.001) and having three or more victim types (OR=38, CI 29-51, p<.001) 
in the past five years. Violence measured in this study concerned fighting, assaultive and 
hitting behaviour. 
Source 
Study 
sample 
Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Coid et 
al., 
2006b)* 
Household 
sample  
(UK) 
Cross-
sectional 
IV Moderate 
See 
note 
See 
note 
B B 
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3.2.3 Social risk factors 
 
Table 15. Social risk factors for violence identified in the literature 
Risk factor Volume Consistency Generalisability Applicability  
FINAL 
GRADE 
Low socioeconomic 
status 
D A B B D 
Community violence 
exposure 
D A B B D 
Unemployment C A B B C 
Does not have own 
clothing 
C A B B C 
Low level of education C D B B D 
Marital status: single / 
divorced 
C D B B D 
Reduced social 
functioning 
B D B B D 
Negative life events D A B C D 
 
Socioeconomic status 
 
Three studies retrieved in the literature search identified low socioeconomic status as 
a risk factor for community violence. Two papers involved U.K. population studies 
among household samples. Consequently, generalisability of study finding to triage 
contexts was rated as ‘good’. In addition, applicability to Australian contexts was 
deemed to be ‘good’. Results of the studies are presented in the table below. 
 
Table 16.Studies identifying low SES as a risk factor for violence within community settings 
Source 
Study 
sample 
Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Carvajal 
et al., 
2002)* 
School 
sample 
(USA) 
Cross-
sectional 
IV High - 
Social class negatively 
related to fighting 
OR = .74, 95%CI=.60, 
.91 
C D 
(Coid et 
al., 
2006a)* 
Household 
sample 
(UK) 
Cross-
sectional 
IV Moderate - See note B B 
(Coid et 
al., 
2006b)* 
Household 
sample  
(UK) 
Cross-
sectional 
IV Moderate See note See note B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Carvajal et al. (2002) in a U.S. school sample of Latino and Caucasian students, found that 
social class, as measured by parental education levels was negatively related to fighting (OR 
= .74, 95%CI=.60, .91). This means that lower social class corresponded to increased 
likelihood of fighting. These results may be unreliable as parental education was estimated 
according to perceived SES reported in cases where parents education level could not be 
determined. 
• Coid et al. (2006a) defined social class according to occupational status. The authors reported 
that compared to professional, managerial / technical, and skilled non-manual classes, other 
classes showed increased odds of violence. Other classes were more than twice as likely to 
have engaged in violent behaviour: skilled non-manual and skilled manual workers (OR=2.06; 
95%CI=1.64, 2.60), semi-skilled workers (OR=2.47; 95%CI=1.84, 3.33), and unskilled workers 
(OR=2.22; 95%CI=1.45, 3.41) had increased odds of violence. 
• Coid et al (2006b) indicated that membership in social classes III-V was significantly 
associated with violence (p<.01). These specific social classes were not described by the 
author in this paper. Coid et al. (2006a) indicate that classes III-V include skilled non-manual 
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and skilled manual workers, semi-skilled workers and unskilled workers. Additional statistics 
regarding the relationship between class and violence were not reported. 
Community violence exposure 
 
One study indentified exposure to community violence as a risk factor for 
perpetrating violence in the community among a sample of adolescents presenting to 
a U.S. emergency department with injuries. Study details are presented in Table 26 
below. 
 
Table 17.Studies identifying community violence exposure as a risk factor for violence within 
community settings 
Source Study sample Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Cunningham 
et al., 2006)* 
Injured 
adolescents 
presenting to 
ED 
(US) 
Cross-
sectional 
IV Moderate 
See 
note 
See note B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Cunningham et al. (2006) reported that among a sample of injured adolescents presenting to 
a U.S. emergency department, participants who committed severe acts of violence in the past 
year had significantly more exposure to community violence compared with participants in the 
non-violent group (p<.05). No significant differences in community violence exposure were 
reported between participants who committed moderate acts of violence in the past year and 
non-violent participants. Participants who were exposed to community violence had increased 
odds of committing moderate violence (OR=1.13, 95%CI=1.00, 1.28; p<.05) and severe 
violence (OR=1.24, 95%CI=1.08, 1.41) in the past year. 
Unemployment 
 
Two studies retrieved in the literature search identified unemployment as a risk factor 
for violence.  One study measured violence in community settings (Coid et al., 
2006a), while the other measured violence in psychiatric hospital (Rabinowitz & 
Mark, 1999). Consequently, the generalisability and applicability of these results to 
Australian triage services was rated ‘good’. Study findings are described in the table 
below. 
 
Table 18.Studies identifying unemployment as a risk factor for violence within healthcare and 
community settings 
Source Study setting Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Coid et al., 
2006a) 
Community 
settings - 
Household 
sample 
(UK) 
Cross-
sectional 
IV Moderate - 
adj OR=1.34 
(95%CI=1.02, 1.76) 
B B 
(Rabinowitz 
& Mark, 
1999)* 
20 psychiatric 
hospitals 
(Israel) 
Prospective 
cohort 
II Moderate 
n.a. 
See 
note 
n.a. 
See note 
B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Coid et al. (2006a) reported that compared to participants engaged in full time work, 
participants who were unemployed or economically inactive had slightly higher odds of being 
engaged in violent behaviour (adj OR=1.34, 95%CI=1.02, 1.76). The authors reported that 
those engaged in part-time work also had slightly higher odds of violence compared with those 
with full-time employment (adj OR=1.51, 95%CI=1.13, 2.03). 
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• Rabinowitz and Mark (1999) compared participants who didn’t work with those with low, 
medium and high ratings of productivity in occupational therapy (i.e. those who were working 
and engaged in occupational therapy). A significant group effect was found (p<.0001). Though 
there were more participants in the ‘no work’ category than others, as the authors did not 
report post-hoc tests we cannot determine between which categories the difference lies. This 
result was not included in the systematic review.  
Does not have own clothing 
 
One study retrieved in the literature search identified that service-users not having 
their own clothing was a predictor of violence in mental health settings. Study details 
are described in Table 28 below. 
 
Table 19.Studies identifying not having own clothing as a risk factor for violence within 
community settings 
Source 
Study 
sample 
Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Rabinowitz 
& Mark, 
1999)* 
20 psychiatric 
hospitals 
(Israel) 
Prospective 
cohort 
II Moderate - 
OR=1.6 
(95%CI=1.3,1.9) 
B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Rabinowitz and Mark (1999) indicated that a significantly greater number of violent service-
users that did not have their own clothing than violent service-users that did have their own 
clothing (p<.0001). A logistic regression identified service-users not having their own clothing 
as a risk factor for violence (OR=1.6, 95%CI=1.3,1.9). 
Level of education 
 
Two studies retrieved in the literature search identified low level of education as a 
risk factor for violence.  One study measured violence in community settings (Link et 
al., 1999), while the other measured violence in psychiatric hospital (Waldheter et al., 
2005). Due to the good level of generalisability and applicability of the latter study, 
the generalisability and applicability of these results to Australian triage services was 
rated ‘good’. Study findings are presented in the table below 
 
Table 20.Studies identifying lower education as a risk factor for violence within healthcare and 
community settings 
Source Study setting Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Link et al., 
1999) 
Community 
settings - 
Sample from 
population 
register 
(Israel) 
Cross-
sectional 
IV Moderate 
Fighting 
p<.001 
 
Weapon use 
p<.01 
- B C 
(Waldheter 
et al., 
2005)* 
Psychiatric 
hospital 
(USA) 
Retrospective 
cohort 
III-3 Moderate <.05 r2= 0.1056 B B 
 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Link et al. (1999) conducted logistic regression to predict prevalence of past five year fighting 
and weapon use. The authors used psychotic/bipolar disorders, sex, ethnicity, age, number of 
years of education, social desirability, substance abuse disorder and antisocial personality 
disorder to predict to two violence variables. Number of years of education made a significant 
independent contribution in both models and was negatively related to fighting (p<.001) and 
weapon use (p<.01). 
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• Waldheter et al. (2005) indicated that number of years of education had a significant negative 
correlation with MOAS severity of aggression ratings (r=-.325; p<.05; one-tailed). 
 
Six studies retrieved in the literature search reported that there was no significant 
relationship between education level and violence (Chang & Lee, 2004; Chou, Lu, & 
Chang, 2001; Chou, Lu, & Mao, 2002; Devanand et al., 1997; Raja & Azzoni, 2005; 
Raja et al., 1997). These studies were conducted across a wide range of settings. 
The large number of these studies indicates that level of education is not consistently 
predictive of violence. Consistency of study findings was therefore rated as ‘poor’  
Marital status: single/divorced 
 
Four studies identified being single or divorced as a risk factor for violence. Study 
results are presented in Table 30 below. One study had only a satisfactory level of 
generalisability as it sampled only involuntary admissions and service users who 
applied to a review board within a psychiatric hospital (Nicholls, Ogloff, & Douglas, 
2004). Overall, generalisability and applicability of the findings related to single or 
divorced marital status were rated as ‘good’, however because the remaining studies 
were conducted within samples and settings more relevant to Australian triage 
services -one study was conducted in a psychiatric hospital among a sample of 2946 
inpatients (Rabinowitz & Mark, 1999) and two studies were conducted in U.K. 
community samples (Coid et al., 2006a, 2006b). 
 
Table 21.Studies identifying being single or divorced as a risk factor for violence within a 
healthcare and community settings 
Source Study setting Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Coid et al., 
2006a)* 
Community 
settings - 
Household 
sample 
(UK) 
Cross-
sectional 
IV Moderate - See note B B 
(Coid et al., 
2006b) 
Community 
settings - 
Household 
sample  
(UK) 
Cross-
sectional 
IV Moderate 
See 
note 
- B B 
(Nicholls et 
al., 2004)* 
Psychiatric 
hospital 
(only 
involuntary 
admissions & 
applicants to 
review panels 
included) 
Retrospective 
cohort 
III-3 Moderate 
n.a. 
(see 
note) 
- C B 
(Rabinowitz 
& Mark, 
1999)* 
20 psychiatric 
hospitals 
(Israel) 
Prospective 
cohort 
II Moderate 
n.a. 
(see 
note) 
- B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Coid et al. (2006a), using married marital status as a referent, revealed that being separated 
(adj OR=2.11; 95%CI=1.38, 3.22), single (adj OR=2.15; 95%CI=1.71, 2.71) or divorced (adj 
OR=2.77,95%CI=2.04, 3.77) increased the risk of violent behaviour in the previous 5 years. 
Being widowed however, had a markedly decreased risk compared with being married (adj 
OR =.26; 95%CI=.04, 1.95). 
• Coid et al. (2006b) indicated that single marital status was significantly associated (p<.001) 
with reporting injuries to victims, being involved in 5 or more fights and having 3 or more victim 
types. No additional stats for these relationships were reported. 
• Nicholls et al. (2004) analysed VSC item 5 results that indicated that men indicated to be at 
risk of violence were more likely to be unmarried than women considered to be at risk of 
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violence (t=3.15; p<.01). This finding was not included in the review as it does not clearly 
identify marital status as a risk factor for actual incidents of violence and is confounded by the 
fact that at admission, there were significantly more single male participants than single 
female participants (χ2=10.65; p<.001). 
• Rabinowitz and Mark (1999) compared the prevalence of violent patients among single, 
married, divorced and widowed participants. There was a statistically significant group effect 
(p<.0001). The single group had a higher proportion of violent participants than married, 
divorced and widowed groups. As the authors did not conduct post-hoc tests, we cannot be 
sure which groups significantly differ from one another. This result cannot therefore, contribute 
to evidence gradings in the review. In addition, a logistic regression was performed on all 
variables significant at the bivariate level in order to predict violence group membership. 
Though marital status was significant at the bivariate level, it did not emerge as a significant 
predictor of violence the regression model. The authors, however, did not report statistics 
regarding the specific impact of marital status in this model. 
 
Five studies retrieved in the literature search reported that there was no significant 
relationship between marital status and violence (Chou et al., 2001; Chou et al., 
2002; Rabinowitz & Garelik-Wyler, 1999; Raja & Azzoni, 2005; Steinert et al., 1999). 
These studies were conducted across a wide range of settings. The large number of 
these studies indicates that level of education is not consistently predictive of 
violence. Consistency of study findings was therefore rated as ‘poor’  
 
Social functioning 
 
Three studies identified social functioning as a risk factor for violence within 
healthcare settings. Two studies were conducted within psychiatric hospitals. 
generalisability and applicability  of these findings to Australian triage services was 
therefore rated as ‘good’. 
 
Table 22.Studies identifying reduced social functioning as a risk factor for violence within 
healthcare settings 
Source Study setting Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Ehmann et 
al., 2001) 
Locked 
psychiatric 
facility 
(USA) 
Prospective 
cohort 
II Moderate See note See note C B 
(M. 
Krakowski 
& P. 
Czobor, 
2004a)* 
Two 
Psychiatric 
hospitals 
Prospective 
cohort 
II Low <.01 - B B 
(Rabinowitz 
& Mark, 
1999) 
20 psychiatric 
hospitals 
(Israel) 
Prospective 
cohort 
II Moderate <.0001 - B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Ehmann et al. (2001) found that violent participants had a significantly higher scores on RAPP 
life skills than non-violent patients (t=2.83, df=69, p=.03). Recidivist participants (those kept 
committing assaults) were found to have a significantly higher scores on RAPP life skills than 
non-violent participants (t=2.66, p<.01). 
• *Krakowski and Czobor (2004a) reported that the frequency of physical assaults on the units 
were significantly related to ratings of NOSIE social subscale scores (F=8.22, df=1,199, 
p<.01). This indicates that participants with greater levels of social impairment were more 
likely to be physically violent. 
• Rabinowitz and Mark (1999) indicated that violent patients in the sample had lower levels of 
social interaction compared with non-violent participants. Specifically, the authors reported 
that a significantly greater number of violent participants did not socialise with others 
compared with non-violent participants (p<.0001). 
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Two studies were retrieved in the literature search that had findings inconsistent with 
those presented above (table 40). Bowie et al. (2001) indicated that in a sample of 
geriatric inpatients, social functioning did not enter into a stepwise regression model 
for the prediction of violence at a statistically significant level. The independent effect 
of social functioning in the model was not reported. While it could be argued that 
social functioning is not related to violence in the elderly but is related to violence in 
psychiatric inpatients as detailed in the results above,  Krakowski et al (1999) 
indicated that at baseline transiently violent patients had greater levels of social 
interest than other non-violent service-users (p=.01). The measures used for social 
interest were identical to those used by Krakowski and Czobor (2004a). More 
research needs to be conducted to resolve this inconsistency. As the evidence 
presented by studies retrieved in the literature search regarding the use of social 
functioning as a predictor of violence was inconsistent, consistency of these results 
was rated as ‘poor’.  
Negative life events 
 
One study was retrieved in the literature search that identified negative life events as 
a risk factor for violence within the community.  Due to the focus on community 
violence, the results of this study were considered to have a ‘good’ level of 
generalisability to triage services, but because it was conducted among a sample of 
Icelandic school children it was judged to only have a ‘satisfactory’ level of 
applicability to the Australian context. Results of the study are presented in the table 
below. 
 
Table 23. Studies identifying negative life events as a risk factor for violence within community 
settings 
Source 
Study 
sample 
Design Level 
Bias 
risk 
p Effect size 
Generalis 
ability 
Applic 
ability 
(Gudlaugsdottir 
et al., 2004) 
School 
sample 
(Iceland) 
Cross-
sectional 
IV Low <.001 See note B C 
 
Notes: 
• Gudlaugsdottir et al. (2004) reported that participants from a school sample with a greater 
number of negative life events had increased odds of engaging in physically violent behaviour. 
A bivariate analysis (p<.001) and a multivariate analysis (p<.001) identified negative life 
events as a statistically significant predictor of violence. The bivariate analysis indicated that 
compared to those students who never experienced a negative life event, students who 
experienced one (OR=1.40; 95%CI=1.12, 1.74), two (OR=2.10, 95%CI=1.68, 2.62), three 
(OR=3.23, 95%CI=2.53, 4.13), or four or more (OR=5.98, 95%CI=4.60, 7.76) negative life 
events had increased odds of being violent. The multivariate analysis indicated that compared 
to those students who never experienced a negative life event, students who experienced two 
(OR=1.63, 95%CI=1.24, 2.13), three (OR=2.26, 95%CI=1.67, 3.06), or four or more 
(OR=3.02, 95%CI=2.17, 4.21) negative life events had increased odds of being violent. 
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3.2.4. Environmental risk factors 
 
Table 24. Environmental risk factors for violence identified in the literature 
Risk factor Volume Consistency Generalisability Applicability 
FINAL 
GRADE 
Population density B A B B B 
Waiting times D A A B D 
Frequent absconding on 
ward 
C A B B C 
Staffing levels B A B B B 
Agitation levels on ward B B B B B 
 
Population density: more service-users per room / less space per service 
user 
 
Three studies identified population density as a predictor for violence within 
healthcare settings. Of these studies, two prospective cohort studies with a low risk 
of bias contributed to the evidence grading. As all three studies were conducted 
within psychiatric inpatient settings, the generalisability and applicability of the risk 
factor was deemed to be ‘good’. 
 
 
Table 25.Studies identifying population density as a predictor for violence within healthcare 
settings 
Source Study setting Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Chou et 
al., 2001)* 
Four acute 
psychiatric 
inpatient units 
(Taiwan) 
Prospective 
cohort 
II Low p<.01 r2 =.1024 B B 
(Chou et 
al., 2002)* 
Seven acute 
psychiatric 
inpatient units 
(Taiwan) 
Prospective 
cohort 
II Low p<.01 r2 =.0729 B B 
(Rabinowitz 
& Mark, 
1999) 
20 psychiatric 
hospitals 
(Israel) 
Prospective 
cohort 
II Moderate 
See 
note 
- B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Chou et al. (2001) indicated that the severity of the physical assault was positively correlated 
with the population density of the room in which the assault occurred (r2 =.1024, p<.01).  
• Chou et al. (2002) indicated that the severity of the physical assault was positively correlated 
with the population density of the room in which the assault occurred (r2 =.0729, p<.01).  
• Rabinowitz and Mark (1999), revealed that physical assault was significantly related to: having 
more patients per room (p<.0001), and having less space per patient (p<.0001). 
 
Waiting times 
 
One study found in the literature search examined the contribution of waiting times to 
violence in the emergency department (see Table 44). This study revealed that 
waiting times in the emergency department were not predictive of physical violence. 
The high bias risk in the study’s analysis of waiting time as a contributor to violence 
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was likely to have negatively affected the reliability and validity this finding. Results of 
this study must be interpreted with caution. Further research using prospective 
observational designs are needed to confirm these findings. The study, however, was 
highly generalisable to triage services as it was conducted in an emergency 
department. Consequently, generalisability for this finding was rated as ‘excellent’. Its 
applicability to Australian healthcare settings was considered ‘good’.  
 
Table 26.Studies waiting times as a predictor for violence within a healthcare setting 
Source Study setting Design Level 
Bias 
risk 
p Effect size 
Generalis 
ability 
Applic 
ability 
(James 
et al., 
2006)* 
Emergency 
Department 
(UK) 
Retrospective 
cohort 
III-3 High =.03 
OR=0.182 
(CI=.039,.0848)  
A B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• James et al. (2006), in a retrospective review of incident reports in the emergency department, 
indicated that physical violence had significantly lower odds of occurring during incidents in 
which waiting times were documented by staff to have been a contributory factor (OR=0.182 
95% CI= 0.039-0.848 p= 0.030).There was a limited number of occasions that incident reports 
included references to waiting times as a contributing factor in patient assaults (n=26). In 
addition, documentation of the contribution of waiting times to violence was subjective in 
nature and likely to be effected by reporter bias. Though overall the study was judged to have 
a moderate level of bias, the results of the analyses pertaining to waiting times were judged to 
have a high level of bias risk.  
Frequent absconding on ward 
 
One study was retrieved from the literature search that identified frequent absconding 
of service-users from an acute psychiatric inpatient ward as a risk factor for violence 
on the unit. The study was considered to have a ‘good’ generalisability and 
applicability to Australian triage services. 
 
Table 27.Studies identifying frequent absconding on ward as a predictor for violence within a 
healthcare setting 
Source Study setting Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Bowers, 
Allan et 
al., 
2007)* 
Acute inpatient 
psychiatric 
ward 
(UK) 
Multi-method 
longitudinal 
(retrospective) 
III-3 Moderate - 
IRR=1.46 
(CI=1.01, 2.11) 
B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• A Poisson regression model reported in Bowers et al. (2007) revealed that frequency of 
physical aggression was significantly positively associated with Increases in one week lag in 
male admissions, total staff absence and vacancy, verbal aggression in addition to frequency 
of absconding on the ward (adj r2=0.04, p<0.0005). Incident rate ratios for verbal aggression in 
this model are reported in table 45 above. 
Staffing Levels 
 
Three studies that identified staffing levels as predictors of service-user violence 
within healthcare settings were retrieved in the literature search. Study measures of 
staffing levels included patient / nurse ratios and number of staff absences on the 
unit. All studies were conducted within acute psychiatric inpatient settings and were 
rated as having ‘good’ generalisability and applicability to Australian triage services. 
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Table 28.Studies that identify staffing levels as a predictor for violence within healthcare 
settings 
Source 
Study 
setting 
Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Bowers, 
Allan et 
al., 
2007) 
Acute 
inpatient 
psychiatric 
ward 
(UK) 
Multi-method 
longitudinal 
(retrospective) 
III-3 Moderate See note 
Total staff absence 
OR=1.10 
(95%CI=1.02,1.19) 
B B 
(Chou et 
al., 
2001)* 
Four acute 
psychiatric 
inpatient 
units 
(Taiwan) 
Prospective 
cohort 
II Low 
Patient/nurse 
ratio 
p<.01 
Patient/nurse ratio 
r2=0.0676 
B B 
(Chou et 
al., 
2002)* 
Seven acute 
psychiatric 
inpatient 
units 
(Taiwan) 
Prospective 
cohort 
II Low 
Patient/nurse 
ratio 
p<.01 
Patient/nurse ratio 
r2=0.0484 
B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• A Poisson regression model reported in Bowers et al. (2007) revealed that frequency of 
physical aggression was significantly positively associated with increases in one week lag in 
male admissions, absconding, total staff absence and vacancy, in addition to verbal 
aggression (adj r2=0.04, p<0.0005). Total staff absence did not greatly increase the likelihood 
of physical aggression on the unit (OR=1.10; 95%CI=1.02,1.19). 
• *Chou et al. (2001) indicated that severity of assaults was associated with the patient/nurse 
ratio (r=.26, p<.01). This indicates that the more service users there are to nurses, the greater 
the violence within the units. 
• *Chou et al. (2002) indicated that severity of assaults was associated with the patient/nurse 
ratio (r=.22, p<.01). This indicates that the more service users there are to nurses, the greater 
the violence within the units. 
Agitation levels on the ward 
 
One study was retrieved in the literature search that identified ward agitation levels 
as predictive of service-user violence in inpatient settings. The study was conducted 
within psychiatric inpatient settings and consequently, was rated as having ‘good’ 
generalisability and applicability to Australian triage services. Results described in 
the present section refer to agitation levels throughout the ward, not the effect of 
agitation in specific individuals.  
 
Table 29.Studies identifying agitation in the ward as a predictor for violence within healthcare 
settings 
Source Study setting Design Level 
Bias 
risk 
p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Krakowski & 
Czobor, 1997)* 
Two psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low See note - B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Krakowski and Czobor (1997) indicated that physical assaults were significantly related to the 
number of incidents of agitation occurring in the unit (ANCOVA slope =.13, t=4.28, df =3,52, 
p=.0001). Post-hoc analyses indicated that physical assaults were significantly related to 
agitation in the ward for transiently violent participants (ANCOVA slope = .13, t=3.71, df = 
1,28, p=.001), but not for persistently violent participants (ANCOVA slope = -.03, t=-1.14, 
df=1,23, p=.26). 
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3.2.5. Mental health risk factors (diagnosis) 
 
Table 30. Mental health diagnoses related to risk factors for violence identified in the literature 
Risk factor Volume Consistency Generalisability Applicability 
Final 
Grade 
Mental illness / 
psychopathology  
B A B B 
 
B 
 
Schizophrenia D D B B D 
Bipolar disorder D D B C D 
Antisocial personality 
disorder 
B A B A B 
Other personality disorder D B B B D 
Anxiety/depression/neurotic 
disorder 
D D D C D 
Alzheimer’s Disease D A C B D 
Organic psychosis C A  B B C 
Obsessive-compulsive 
disorder 
D A C B D 
 
Mental illness / psychopathology: diagnoses not specified in study 
 
Seven studies retrieved in the literature search identified having a mental illness or 
psychopathology as a risk factors for violence. These studies investigated a number 
of psychiatric conditions. Results of these studies are presented in Table 49 below. 
These studies relate to levels of pathology associated with mental illness that do not 
fit into previously defined categories such as discrete mental illness. For example, 
some studies included variables related to medication usage as part of a subset of 
data collection. Where these findings were significant they have been included in the 
following table which describes factors relevant to levels of pathology in mental 
illness. Studies that assessed specific mental health symptoms or treatment factors 
are reported in subsequent sections of this report. 
 
While several studies looked at specific populations of psychiatric inpatients (Day et 
al., 1998; Ehmann et al., 2001; McNiel et al., 2003; Nicholls et al., 2004), two studies 
measured violence in the community using population samples (Coid et al., 2006a; 
Elonheimo et al., 2007) and one measured a broad sample of intensive care 
psychiatric service-users. Consequently, the generalisability and applicability of these 
findings to Australian triage services was deemed to be ‘good’.  
 
 
Table 31.Studies that identify mental illness/ psychopathology as a predictor for violence 
within a healthcare and community settings 
Source 
Study 
setting 
Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Coid et 
al., 2006a) 
Community 
settings - 
Household 
sample 
(UK) 
Cross-
sectional 
IV Moderate See note See note B B 
(Day et al., 
1998) 
Adolescent 
psychiatric 
unit 
(USA) 
Retrospective 
cohort 
III-3 Moderate =.038 - C B 
(Ehmann 
et al., 
2001) 
Locked 
psychiatric 
facility 
Prospective 
cohort 
II Moderate See note - C B 
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(USA) 
(Elonheimo 
et al., 
2007)* 
Community 
settings - 
Birth cohort 
(Finland) 
Prospective 
cohort 
II Low <.001 
OR=3.9 
(CI=2.7,5
.6) 
B B 
(McNiel et 
al., 2003) 
Locked 
psychiatric 
inpatient unit 
(USA) 
Case-control III-3 Moderate 
Correlation 
p<.01 
Regression 
p=.002 
AUC 
p<.01 
- C B 
(Nicholls et 
al., 2004) 
Psychiatric 
hospital 
(only 
involuntary 
admissions & 
applicants to 
review panels 
included) 
Retrospective 
cohort 
III-3 Moderate p<.05 τ =.18 C B 
(Raja et 
al., 1997) 
Psychiatric 
intensive care 
unit 
(Italy) 
Prospective 
cohort 
II High See note See note B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Coid et al. (2006a) indicated that significantly more participants who reported assaulting 
someone in the previous 5 years had a psychiatric disorder compared with non-violent 
participants (OR=3.19; 95%CI=2.77, 3.67; p<.001). In addition, a weighted regression analysis 
reports that people ever having a psychiatric admission were more than twice as likely to have 
assaulted someone in last five years (adj. OR=2.17, CI=1.40, 3.35) 
• Day et al. (1998) report that the medication status of service users was significantly 
associated with physical assaults against others(p=.038). This indicates that being on 
psychiatric medication was a significant risk factor for physical violence against others. The 
authors also indicate that having a history of previous commitment was significantly 
associated with physical assaults against others (p=.04).  
• Ehmann et al. (2001) revealed that physically violent participants had significantly higher 
Routine Assessment of Patient Progress (RAPP) psychopathology subscale scales (p=.001) 
and Clinical Global impression (CGI) scores (p=.006) than non-violent participants. 
• *Elonheimo et al. (2007), in a logistic regression adjusting for parental education level 
(measure of SES), significant associations were found between the frequency of violent crime 
and having any psychiatric diagnosis. Violent crime in the article was defined as assault, 
robbery, or battery. 
• McNiel et al. (2003) revealed that neither the Historical items nor the Risk Management items 
of the HCR-20 were significantly correlated with violence, whereas the clinical subscale had a 
significant correlation with physical violence (p<.01). In addition, a regression analysis 
predicting violence with the VSC, PCL-SV and HCR-20 revealed a significant independent 
contribution from the clinical items of the HCR-20 subscale (p=.002). Finally, ROC analysis 
revealed a significant area under the curve (AUC=.77) for clinical items on the HCR-20 
(p<.01). 
• Participants sampled by Nicholls, Ogloff, and Douglas (2004) were those who had involuntary 
admissions and applied for a review panel in 1994. Because of these restrictions, study 
generalisability was rated as ‘satisfactory’. The authors indicated that at admission, the clinical 
subscale of the HCR-20 was significantly correlated with physical violence against others (τ 
=.18, p<.05). ROC analysis, however did not reveal significant area under the curve for clinical 
items on the HCR-20 as a predictor of physical violence in the inpatient setting for women or 
men. 
• Raja et al. (1997) compared Chlorpromazine and Diazepam daily doses between violent, 
hostile, but non-violent, and non-hostile service users. Bonferroni t-tests revealed that violent 
service users received significantly higher dosages of diazepam than non-hostile service 
users (t=3.810, df=185, p<.05). No significant differences were found between violent and 
hostile patients regarding Diazepam daily dosages or between violent and non-hostile, and 
violent and hostile service users regarding chlorpromazine dosages. 
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Schizophrenia 
 
Few studies were found in the literature search that specifically investigated a 
diagnosis of schizophrenia as a risk factor for violence. Whereas many studies 
investigated the relationship between specific symptoms of schizophrenia and 
violence, only two studies were retrieved in the literature search that identified having 
a diagnosis of schizophrenia as a risk factor for violence. Studies that investigated 
the relationship between specific symptoms of schizophrenia and violence are 
presented in later in the report. Studies that identified having a diagnosis of 
schizophrenia as a risk factor for violence are presented in Table 50 below. One 
study measured community violence among a sample from a population register in 
Israel. The generalisability of these findings was rated as ‘good’. One study was 
conducted in an locked inpatient psychiatric facility. Applicability of these findings 
was therefore rated as ‘good’. 
 
 
Table 32.Studies that identify having a diagnosis of schizophrenia as a predictor for physical 
violence within healthcare settings 
Source 
Study 
setting 
Design Level Bias risk P 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Ehmann et 
al., 2001)* 
Locked 
psychiatric 
facility 
(USA) 
Prospective 
cohort 
II High 
See 
note 
See note C B 
(Link et al., 
1999)* 
Sample from 
population 
register 
(Israel) 
Cross-
sectional 
IV Moderate 
n.a. 
See 
note 
n.a. 
See note 
B C 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Ehmann et al. (2001) reported that participants with a diagnosis of undifferentiated or 
disorganized schizophrenia were significantly more likely to have been violent compared with 
participants with other diagnoses (χ2=5.44, df=1, p<.02). Participants who engaged in 
recidivistic violence were more likely to have non-paranoid schizophrenia than other 
diagnoses. (Fisher’s exact test, p=.02). In a logical regression analysis that regressed age, 
alcohol abuse, nonparanoid schizophrenia, history of violence, PANSS total score and sex 
onto violence, Nonparanoid schizophrenia was a significant predictor of violence (OR=11.42; 
Wald=4.73; df=1; p=.02; r2=.22). Though overall, the study was deemed to have a moderate 
bias risk, bias risk was high for these particular results. This is because diagnoses other than 
schizophrenia were well represented among participants in the sample. There were very few 
participants with diagnoses other than schizophrenia in the sample - 13 participants in the 
sample had a diagnosis of schizoaffective disorder, nine had a diagnosis of affective disorder, 
one had a diagnosis of borderline personality disorder, and two had ‘other’ diagnoses. 
• Link et al. (1999) reported that compared to non-violent controls, participants with psychotic 
disorders (including major depression with psychosis) were significantly more likely to be 
involved in a fight (p<.01), or have used weapons (p<.001) in the past five years. The authors 
reported several regression models that indicated that psychotic/bipolar disorders were 
predictive of fighting and weapon use. As the authors did not report data specific to 
schizophrenia, but reported combined results of psychotic and psychotic/bipolar disorders 
these results were not included in the systematic review as positive confirmation that 
schizophrenia is a risk factor for violence.  
 
Lam et al. (2000), in a retrospective chart review of 76 service-users found no 
significant relationship between a diagnosis of schizophrenia and violence within a 
psychiatric inpatient setting. In view of the small number of studies and the 
inconclusive evidence produced by these studies the overall rating for consistency 
was ‘poor’. 
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Bipolar disorder 
 
One study retrieved in the literature search identified bipolar disorder as a risk factor 
for violence. Study details are presented in Table 51 below. 
 
Table 33.Studies that identify having a diagnosis of bipolar disorder was a predictor for 
physical violence within community settings 
Source 
Study 
sample 
Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Link et 
al., 
1999)* 
Sample from 
population 
register 
(Israel) 
Cross-
sectional 
IV Moderate 
Fighting 
p<.001 
 
Weapon use 
p<.01 
- B C 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Link et al. (1999) revealed a significant association between having a diagnosis of bipolar 
disorder and the five-year prevalence of weapon use (p<.01) and fighting (p<.001). This 
finding was supported by a logistic regression model using psychotic/bipolar disorder to 
predict weapon use and fighting. Psychotic/bipolar disorder was a significant predictor of both 
fighting (β=1.21, p<.001) and weapon use (β=1.92, p<.001). A second model used 
psychotic/bipolar disorder, gender, education, age, social desirability, diagnosis of substance 
abuse and diagnosis of antisocial personality disorder to predict weapon use and fighting. This 
model revealed that psychotic/bipolar disorder still gave statistically significant independent 
contributions to the model for both weapon use (β=1.79 ,p<.001) and fighting (β=1.08, 
p<.001), even when other variables were controlled for. Unfortunately, these regression 
models combined psychotic and bipolar disorders so that the unique contributions of each 
cannot be determined. Consequently the results of the regression models were not considered 
to directly contribute to evidence gradings, but rather support the bivariate findings in the 
same study. 
 
Lam et al. (2000), in a retrospective chart review of 76 service-users found no 
significant relationship between a diagnosis of bipolar disorder and violence within a 
psychiatric inpatient setting. In view of the small number of studies and the 
inconclusive evidence produced by these studies the overall rating for consistency 
was ‘poor’. Although several studies were conducted within specialist settings and in 
one study, in a particular subset of psychiatric admissions (schizophrenia, involuntary 
review board applicants), the generalisability of these findings was judged to be 
‘good’ due to the presence of studies that measured violence in the community and 
healthcare settings. Applicability of these finding was rated as ‘excellent’ as there 
were no inconsistencies found in other studies and one study was conducted in an 
Australian psychiatric inpatient setting. 
 
Antisocial personality disorder 
 
Eight studies that met the inclusion criteria identified a diagnosis of antisocial 
personality disorder as being a significant risk factor for violence. Results of these 
studies are presented in Table 52 below. Although several studies were conducted in 
specialist settings, or within sub-populations of psychiatric admissions 
(schizophrenia, involuntary review board), the presence of studies conducted within 
community settings and among samples of psychiatric inpatients meant that the 
generalisability of these findings was rated ‘good’. One study was conducted in an 
Australian psychiatric inpatient setting. Consequently, the applicability of these 
findings was determined to be ‘excellent’. 
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Table 34.Studies that identify antisocial personality disorder as a predictor for violence within a 
healthcare and community settings 
Source Study setting Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Abushua'leh 
& Abu-Akel, 
2006) 
Psychiatric 
hospital 
(service-users 
with 
schizophrenia 
only) 
Retrospective 
cohort 
III-3 High 
See 
note 
See note C B 
(Cheung et 
al., 1997) 
Psychiatric 
inpatient unit 
(Australia) 
Case-control III-3 Moderate 
See 
note 
See note B A 
(Coid et al., 
2006b) 
Community 
settings - 
Household 
sample  
(UK) 
Cross-
sectional 
IV Moderate 
See 
note 
See note B B 
(Elonheimo 
et al., 2007)* 
Community 
settings - 
Birth cohort 
(Finland) 
Prospective 
cohort 
II Low 
See 
note 
See note B B 
(Link et al., 
1999) 
Community 
settings - 
Sample from 
population 
register 
(Israel) 
Cross-
sectional 
IV Moderate 
Fighting 
p<.01 
 
Weapon 
use 
p<.05 
 
- B C 
(McNiel et 
al., 2003) 
Locked 
psychiatric 
inpatient unit 
(USA) 
Case-control III-3 Moderate 
See 
note 
See note C B 
(Nicholls et 
al., 2004) 
Psychiatric 
hospital 
(only involuntary 
admissions & 
applicants to 
review panels 
included) 
Retrospective 
cohort 
III-3 Moderate 
See 
note 
See note C B 
(Stafford & 
Cornell, 
2003) 
Adolescent 
psychiatric 
inpatient unit 
Prospective 
cohort 
II Moderate 
See 
note 
See note C B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Abushua’leh and Abu-Akel (2006) conducted a Mann-Whitney U tests that revealed significant 
differences between violent and non-violent participants in Psychopathy Checklist-Revised 
scores. PCL-R total (p<.0001), PCL-R factor 1 scores that measured interpersonal/emotional 
components of psychopathy (p<.0001), and PCL-R factor 2 scores that measured behavioural 
components of psychopathy (p<.0001) scores significantly differed between violent and non-
violent groups. A backward stepwise logistic regression entering scores from the BPRS and 
PCL-R was significant (Х
2 = 28.8, df=7, p<0.0005). PCL-R factor 2 scores were significant 
predictors of violence within this model (β=.68; p<.007; OR=.97). 
• Cheung et al. (1997) indicated that their were significant differences between physically 
aggressive and non physically aggressive participants on The Minnesota Multiphasic 
Personality Inventory (MMPI) psychopathic deviance subscale scores. Participants in the 
aggressive group had significantly higher psychopathic deviance scores than the non-
aggressive group (t=3.4; p<.001). After controlling for schizophrenia symptom scores 
(PANSS), MMPI psychopathic deviance scores was a significant independently predictor of 
violence group membership (p<.05). Psychopathic deviance did not greatly increase the odds 
of violence in this model (OR=1.12; 95%CI=.79,1.14). Similar results were obtained in a 
regression model that controlled for sad affect in response to hallucinations (OR=1.18; 
95%CI=.82,8.94; p<.05) and a regression model that controlled for angry affect  in response to 
delusions (OR=1.14; 95%CI=.98,1.30; p<.05). 
• Coid et al. (2006b) indicated that having a diagnosis of antisocial personality disorder was 
related to the frequency of violent incidents over the past five years (χ2= 536.8, df=1, p<.001). 
A logistic regression analysis adjusting for gender, neurotic disorders, alcohol dependence, 
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drug dependence and psychosis, revealed that antisocial personality disorder lead to 
increases in the likelihood of injuring the victim (OR=4.29, 95%CI=2.94, 6.27, p<.01), being 
involved in five or more incidents (OR=2.67, 95%CI=1.73, 4.13, p<.01), having three or more 
victim types (OR=3.59, 95%CI=1.76, 7.29, p<.01) and being violent when intoxicated 
(OR=3.35, 95%CI=2.30-4.87, p<.01). The authors calculated the population attributable risk 
(%) of antisocial personality disorder. This analysis revealed great reductions in the number of 
victims injured (PAR=24.0%, se=2.5), the number of victim types (PAR=23.2%, se=2.6) and 
the frequency of committing five or more violent incidents (PAR=20.9%, se=2.9) in the past 
five years. 
• * Elonheimo et al. (2007) reported that significant associations were found between the 
frequency of violent crime and antisocial personality disorder in a logistic regression analysis 
that controlled for parental education (SES) (OR=6.4; 95%CI=3.3-10.9; χ2=35.3; df=1; 
p<.001). When controlling for the influence of other categories of crime (drug, property, traffic, 
drink driving) in addition to parental education (SES) the association between antisocial 
personality disorder and violent crime as non-significant. 
• Link et al. (1999) indicated that a diagnosis of antisocial personality disorder made a 
significant independent contribution to models predicting the prevalence of fighting (p<.01) 
and weapon use (p<.05) in the past five years. The relationship between antisocial personality 
disorder and violence remained significant even after threat/control-override symptoms were 
added to the model. An additional regression model identified antisocial personality disorder 
as a significant predictor of fighting (p<.01) and weapon use (p<.05). 
• McNiel et al. (2003) indicated that total scores on the Psychopathy Checklist: Screening 
Version (PCL-SV) were not significantly correlated with violence. Analysis of subscales within 
the checklist revealed that although part 2 of the scale (behavioural features) was not 
associated with violence, part 1 of the scale (interpersonal/affective features) was significantly 
positively correlated with violence (τ =.23, p<.01). While there was a trend for significance 
(p=.061), PCL-SV total scores did not reach significance levels in Area Under the Curve 
(AUC) of Receiver Operating Characteristic Analyses. In a multivariate logistic regression 
analysis that predicted violence based on total scores of the PCL-SV, HCR-20 and VSC, PCL-
SV total scores did not make independent contributions to violence prediction. A logistic 
regression analysis predicting violence on the basis of the two subscales of the PCL-SV, the 
three subscales of the HCR-20, and the total score on the VSC-R, PCL-SV subscale scores 
did not emerge as significant predictors of violence. 
• Nicholls et al. (2004) reported that survival analysis revealed that men in the sample scoring 
below 8 on the PCL:SV were significantly less likely to commit inpatient physical violence than 
men with scores ≥8 (log rank statistic (df=1)= 4.44, p≤0.04); no such difference was found for 
women.  
• Stafford and Cornell (2003), indicated that total scores on the Psychopathy Checklist-Revised 
(PCL-R) had a significant positive relationship with ratings of physical aggression against 
peers (r= r=.33, p<.01). The relationship between PCL-R scores and physical aggression 
against staff was not significant. Analysis of R2 change values in a regression model revealed 
that PCL-R scores made a significant unique contribution to physical aggression against peers 
beyond that made by length of stay, sex, age, and SES (R2 = .06, p<.05). In addition PCL-R 
scores made a significant unique contribution to the prediction of physical aggression against 
peers (β= .27, p<.05). Analysis of R2 change values revealed that PCL-R scores did not make 
a significant unique contribution to prediction of physical aggression against staff beyond that 
made by length of stay, sex, age, and SES. In addition analysis of beta weights revealed that 
PCL-R scores were not predictive of physical aggression towards staff in the model. 
 
Other personality disorders 
 
Two studies that met the inclusion criteria identified other personality disorders as a 
risk factor for violence. Studies measured the relationship between personality 
disorders and violence in the community, as well as violence in a psychiatric 
intensive care unit. Consequently, the generalisability and applicability of these 
finding was rated as ‘good’. Results of these studies are presented in the table 
below. 
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Table 35. Studies that identify personality disorders as a predictor for violence within 
healthcare and community settings 
Source Study setting Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Coid et 
al., 
2006a)* 
Household 
sample 
(UK) 
Cross-
sectional 
IV Moderate - See note B B 
(Raja et 
al., 
1997)* 
Psychiatric 
intensive care 
unit 
(Italy) 
Prospective 
cohort 
II High <.001 - B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *Coid et al. (2006a) indicated that among a sample of participants from U.K. households, 
those with any diagnosis of personality disorder were more likely to be violent than those with 
no disorders. A logical regression analysis that adjusted for age, sex, social class, marital 
status and employment identified that having any diagnosis of personality disorder increased 
the odds of being violent in the past five years (adj OR=1.8, 95%CI=1.5,2.3). A second 
regression analysis that adjusted for sex, age, social class, marital status, employment, 
affective/anxiety disorder, alcohol dependence, drug dependence and psychosis revealed that 
a diagnosis of any personality disorder increased the odds of being violent in the past five 
years (adj OR=2.30, 95%CI=1.80, 2.94). The authors reported odds ratios for different 
combinations of disorders including those co-morbid with personality disorder. A detailed 
analysis of these combinations was outside of the scope of this review.  
• *Raja et al. (1997) reported that a significantly higher number of participants diagnosed with a 
personality disorder were violent compared to participants without a personality disorder 
diagnosis (p<.001). Cluster A (n=2), cluster B (n=7) and cluster C (n=1) personality disorders 
were represented in the sample. Four participants had personality disorder that were not 
specified by the researchers (n=4). 
 
Rabinowitz and Mark (1999) report personality disorder was not significantly 
associated with risk of violence, however, as personality disorder was clustered 
together with neurotic disorder in this analysis it is difficult to be conclusive about the 
finding. Consequently, consistency of literature that identified personality disorder as 
a risk factor for violence was deemed to be ‘good’, 
 
Anxiety/depression/neurotic disorder 
 
The following section reports on findings related to anxiety and depressive disorders, 
as well as anxiety and depression as discrete symptoms and their relationship to risk 
of violence. Although these disorders and symptoms are distinct risk factors for 
violence, studies relating to these results were reported together because several 
papers that met the inclusion criteria measured anxiety-depression cluster symptoms 
together using the Brief Psychiatric Rating Scale (BPRS).  
 
Overall, six studies that met the inclusion criteria are reported in this section. Results 
of these studies are presented in Table 54 below. Although one study was conducted 
among a sample of home-care patients with dementia, most studies were conducted 
among community samples. The generalisability and applicability of these findings 
was therefore rated as ‘good’. 
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Table 36. Studies that identify anxiety, depression or neurotic disorders as a predictors for 
violence within healthcare settings 
Source Study setting Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Coid et al., 
2006a) 
Community 
settings - 
Household 
sample 
(UK) 
Cross-
sectional 
IV Moderate - 
adj OR =2.3 
(95%CI=1.6,3.
4) 
B B 
(Coid et al., 
2006b) 
Community 
settings - 
Household 
sample  
(UK) 
Cross-
sectional 
IV Moderate 
See 
note 
See note B B 
(Elonheimo et 
al., 2007)* 
Community 
settings - 
Birth cohort 
(Finland) 
Prospective 
cohort 
II Low 
See 
note 
See note B B 
(Gudlaugsdottir 
et al., 2004) 
Community 
settings - 
School 
sample 
(Iceland) 
Cross-
sectional 
IV Low 
See 
note 
See note B C 
(McShane, 
Keene, 
Fairburn, 
Jacoby, & 
Hope, 1998) 
Home care for 
people with 
dementia 
(UK) 
Prospective 
cohort 
II High p<.001 - C B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Coid et al. (2006a) indicated that having an affective/anxiety disorder increased the odds of 
reporting violent behaviour that occurred in the last five years (adj OR =2.3, 95%CI=1.6,3.4). 
Due to the cross-sectional nature of the study however, in is unclear is those with 
affective/anxiety disorders were more likely to commit violence, or if they were simply more 
likely to report committing violence than those without such disorders. Note that some 
combinations of disorders with affective/anxiety disorders yielded increased odds of violence 
(e.g. personality disorder, affective/anxiety disorder and substance use disorder (OR=9.1, 
95%CI =6.2,13.3) while some yielded lower odds of violence (e.g. psychosis and 
affective/anxiety disorders (OR=2.4, 95%CI=0.53, 11.2)). In depth analysis of combinations of 
affective/anxiety with other types of disorders was outside of the scope of the review and is 
not reported here. 
• Coid et al. (2006b) indicated that neurotic disorders, were positively associated with the 
frequency of self-reported violence during the past five years (χ2=53.7; df=1; p<.001). The 
authors indicated that even when controlling for gender, age, alcohol dependence, drug 
dependence and psychosis, neurotic disorders led to increased likelihood of injuring the victim 
(OR=1.54, 95%CI=1.08,2.19, p<.05), being involved in five or more violent incidents 
(OR=2.47, 95%CI=1.68,3.62, p<.001), having three or more victim types (OR=3.00, 
95%CI=1.56, 5.78, p<.001). 
• *Elonheimo et al. (2007) reported that significant associations were found between the 
frequency of violent crime and anxiety disorder (OR=3.0; 95%CI=1.3-7.0; χ2=6.8; p=.009). On 
the other hand, no significant association was found with depressive disorders. These 
analyses controlled for parental education (SES) (OR=1.5; 95%CI=.5,5.1; χ2=.5, df=1, 
p=.488). 
• Gudlaugsdottir et al. (2004) indicated that compared to those rated as having ‘medium’ or ‘low’ 
levels of depression, participants with ‘high’ levels of depression had increased odds of being 
violent (OR=1.38, 95%CI=1.18, 1.62, p<.001). Anxiety was not significantly related to violence 
in the sample 
• McShane et al. (1998) revealed that among a sample of home care patients with dementia, 
participants who had anxiety in the first year were more likely to be physically aggressive than 
those who were not anxious (fishers exact test, p<.001). The authors indicate that to be rated 
as ‘anxious’, participants needed to appear ‘very anxious or frightened’ and to display physical 
symptoms of autonomic arousal for example, shaking, flushing, or rapid breath. 
 
Given the number of studies that met inclusion criteria which reported results 
inconsistent with those presented above, the following table describes inconsistent 
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findings in relation to anxiety disorder, depressive disorder, anxiety symptoms, 
depressive symptoms anxiety-depression cluster symptoms and ‘neurotic disorders’. 
The findings presented in the table below on consistency demonstrate that anxiety 
symptoms in dementia patients and depressive symptoms in the wider community 
are risk factors for violence. Depressive disorder and anxiety-depression symptom 
cluster measures did not predict violence behaviour. The results for the remaining 
risk factors remain inconclusive. Consistency ratings for each disorder and symptom 
type are presented below.  
 
Table 37.Overall consistency ratings for anxiety and depression disorders / symptoms 
Risk factor 
Significant 
findings 
Inconsistent findings 
Consistency grade 
Anxiety 
disorder 
• (Elonheimo 
et al., 2007) 
• (Link et al., 1999) - no significant 
association 
C 
 
Both studies in community setting - 
Elonheimo et al. (2007) less bias due to 
higher grade study design 
Depressive 
disorder 
- 
• Elonheimo et al. (2007) - no 
significant association  
• (Link et al., 1999) - no significant 
association 
 
Depressive disorder not a risk factor, no 
significant findings identifying as risk factor 
for violence 
Anxiety 
symptoms 
(McShane et al., 
1998) 
• Gudlaugsdottir et al. (2004) - no 
significant association  
 
A 
 
Mcshane et al. (1998) measured anxiety 
symptoms in dementia patients – 
Gudlaugsdottir measured anxiety symptoms 
in wider community - no inconsistency in 
findings of McShane et al. 
Depressive 
symptoms 
(Gudlaugsdottir et 
al., 2004) 
 
A 
Anxiety-
depression 
symptom 
cluster 
(Coid et al., 
2006a) 
• Krakowski et al. (1999) - no 
significant association 
• (Krakowski & Czobor, 1997) - no 
significant association  
• Raja and Azzoni (2005) – 
negative relationship between 
anxiety and violence. 
D 
 
Anxiety-depression symptom cluster not a 
risk factor for violence in healthcare settings, 
but may be in the wider community. 
 
Neurotic 
disorder 
(Coid et al., 
2006b) 
• Rabinowitz and Mark (1999) – 
no significant association 
between personality disorder, 
neurotic disorder and violence 
 
B 
 
Alzheimer’s disease 
 
One study indentified Alzheimer’s disease as a risk factor for violence. As this study 
was conducted among a sample of outpatients with early, probable Alzheimer’s 
disease, its generalisability to triage services was rated as ‘satisfactory’. Applicability 
was determined to be ‘good’ Study details are presented below. 
 
Table 38.Studies that identify having Alzheimer’s disease was a predictor for physical violence 
within healthcare settings 
Source Study sample Design Level 
Bias 
risk 
p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Devanand 
et al., 1997)* 
Laboratory study 
of Alzheimer’s 
disease 
(USA) 
Prospective 
cohort 
II High 
See 
note 
See 
note 
C B 
* Studies that contributed to volume of evidence grading 
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Overview of study findings 
• *Devanand et al. (1997) in a sample of outpatients with early, probable Alzheimer’s disease, 
revealed that the prevalence of physical aggression was linearly related to time (p<.001). This 
indicates that the prevalence of physical aggression was significantly related to the course of 
Alzheimer’s disease. 
Organic psychosis 
 
One study that met the inclusion criteria indentified organic psychosis as a risk factor 
for violence. As this study was conducted across a number of psychiatric hospitals its 
generalisability and applicability to Australian triage services was rated as ‘good’. 
Study findings are presented below 
 
Table 39. Studies that identify organic psychosis as a predictor for violence within healthcare 
settings 
Source Study setting Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Rabinowitz 
& Mark, 
1999)* 
20 psychiatric 
hospitals 
(Israel) 
Prospective 
cohort 
II Moderate - 
OR=1.4 
(95%CI=1.1, 1.8) 
B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *Rabinowitz and Mark (1999) compared participants with organic psychosis, neurotic or 
personality disorder, schizophrenic psychosis and affective psychosis. A significant group 
effect in this comparison was reported (p<.001). While participants with organic psychosis 
were more violent than participants in other diagnostic categories, the authors did not report 
post-hoc tests so we cannot determine where statistical differences between the diagnostic 
groups lie. A logistic regression model conducted by the authors however, identified that 
diagnosis of organic psychosis was a significant predictor of violence in the hospitals sampled 
(OR=1.4; 95%CI=1.1, 1.8). 
 
Obsessive-compulsive disorder (OCD) 
 
One study that met the inclusion criteria indentified obsessive-compulsive disorder as 
a risk factor for violence. As this study was conducted within an adolescent 
psychiatric inpatient unit its generalisability was rated as ‘satisfactory’. The 
applicability or the study was determined to be ‘good’. Study findings are presented 
below 
 
  Table 40. Studies that identify obsessive-compulsive disorder as a predictor for violence  
  within healthcare settings 
Source Study setting Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Shoval, Zalsman, 
Sher, Apter, & 
Weizman, 2006) 
Adolescent 
psychiatric 
inpatient unit  
(Israel) 
Cross-
sectional 
IV High <.001 - C B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Shoval et al. (2006) reported that service-users with OCD were more destructive and violent 
than normal controls (p<.001). 
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3.2.6. Symptoms of mental illness 
 
Table 41. Symptoms of mental illness identified as risk factors for violence in the literature 
Risk factor Volume Consistency Generalisability Applicability 
FINAL 
GRADE 
Positive symptoms of 
schizophrenia 
A B B A B 
Psychosis D D B B D 
Delusions of control D A B C D 
Persecutory delusions B A B A B 
Thinking disturbances A A B B A 
Restlessness/agitation A A B B A 
Poor self-care / 
functioning 
C A B B C 
Lack of insight into 
illness 
D A B B D 
Non-compliance with 
psychiatric medications 
C A C B C 
Hallucinations in 
dementia 
D A C B D 
Early onset of illness C A B B C 
 
Frequency or severity of positive symptoms of schizophrenia 
 
Eight studies that met the inclusion criteria identified positive symptoms of 
schizophrenia as risk factors for violence. All studies were conducted in inpatient 
psychiatric settings. Consequently, generalisability of these studies was deemed to 
be ‘good’. Applicability of these findings was rated ‘excellent’ due to the inclusion of 
an Australian study. 
 
Table 42.Studies that identified positive symptoms of schizophrenia as a predictor for physical 
violence within healthcare settings 
Source Study setting Design Level Bias risk p Effect size 
Generalis]\ 
ability 
Applic 
ability 
(Arango et 
al., 1999) 
Psychiatric 
inpatient unit 
(Spain) 
Prospective 
cohort 
II High 
See 
note 
- B B 
(Cheung et 
al., 1997) 
Psychiatric 
inpatient unit 
(Australia) 
Case-control III-3 Moderate - - B A 
(Fresán et 
al., 2005) 
Psychiatric 
inpatient and 
outpatient 
admission 
wards 
(Mexico) 
Retrospective 
cohort 
III-3 Moderate  r
2
 =.0484 B B 
(M. 
Krakowski 
& P. 
Czobor, 
2004a)* 
Two 
Psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low =.02 - B B 
(M. 
Krakowski 
& P. 
Czobor, 
2004b)* 
Two 
Psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low 
See 
note 
- B B 
(Krakowski 
et al., 
1999)* 
Two 
Psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low 
See 
note 
- B B 
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(Raja & 
Azzoni, 
2005) 
Psychiatric 
intensive care 
unit 
(Italy) 
Retrospective 
cohort 
III-3 Moderate p<.001 - B B 
(Raja et 
al., 1997) 
Psychiatric 
intensive care 
unit 
(Italy) 
Prospective 
cohort 
II High 
n.a. 
see 
note 
n.a. 
see note 
B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Arango et al. (1999) revealed that violent participants had significantly higher PANSS positive 
symptom scores (p<.01), significantly higher scores on the PANSS general psychopathology 
scale (p<.01) and significantly higher total PANSS scores (p<.001) than non-violent patients. 
PANSS negative symptom scores did not significantly differ between violent and non-violent 
groups. PANSS positive symptoms score (p<.01), general psychopathology score (p<.01) and 
Total PANSS score (p<.001) were also found to be a significant predictor of violence in single 
variable regressions. 
• Cheung et al. (1997) reported that positive symptoms of schizophrenia as measured by 
PANSS were significant independent predictors of violence in regression models measuring 
the impact of hostility and PANNS scores (OR=1.15, 95%CI=1.05, 1.23, p<.01) , antisocial 
traits and PANSS scores (OR=1.24, 95%CI=1.11, 1.43, p<.01, history of aggression during 
previous admission (OR=1.14, 95%CI=1.03, 1.25, p<.05), and history of aggression during 
outpatient treatment (OR=1.24, 95%CI=1.09, 1.43, p<.01) 
• (Fresán et al., 2005) revealed that PANNS positive symptoms score was significantly 
correlated with physical aggression against others. 
• *Krakowski, and Czobor (2004a) that after measuring participants over the first two months of 
their hospitalization, the frequency of physical assaults was significantly related to the BPRS 
positive symptom score. 
• *Krakowski and Czobor (2004b), among sample of patients with schizophrenia, schizoaffective 
disorder and bipolar disorder comparisons between the violent and non-violent patients 
revealed significant differences on all three BPRS factors that measure positive psychotic 
symptoms. The violent patients had significantly higher scores on Thought Disturbance 
(mean=10.41, SD=4.8, versus mean=8.75, SD=4.0)(F=14.16, df=1291, p<0.001), on 
Activation (mean=6.52, SD=2.9, versus mean =5.44, SD=2.3)(F=7.39, df=1291, p<0.01) and 
on Hostile-Suspiciousness (mean=8.33), SD=3.7, versus mean =6.10, SD =2.8)(F=24.42, 
df=1291, p<0.001) 
• *(Krakowski et al., 1999) among patients with schizophrenia and schizoaffective disorder 
…comparisons between the violent and non-violent patients revealed significant differences 
on all three BPRS factors that measure positive psychotic symptoms. The violent patients had 
significantly higher scores on Thought Disturbance (p=.009), on Activation (p<0.02) and on 
Hostile-Suspiciousness (p<0.01). The BPRS total score was also significantly different 
between groups (p<.001) 
• Raja and Azzoni (2005) showed that Scale for the Assessment of Positive Symptoms (SAPS) 
scores significantly different between participants in the ‘violent’ category compared to the ‘no 
hostility’ category (p<.001). No difference was found when comparing between those in the 
‘violent’ category who were physically violent, versus those considered ‘hostile’, that is 
aggressive, but not physically violent. 
• Raja et al. (1997) compared BPRS psychotic factor scores between violent, hostile, but not 
violent, and non-hostile participants on the unit. Bonferroni t-tests did not reveal any significant 
differences BPRS psychotic factor scores between violent and non-hostile service users, or 
violent and hostile service-users. 
 
The majority of the studies included in this category indicate that positive symptoms 
of schizophrenia are predictive of inpatient violence. Three studies were found to 
have inconsistent finding with those reported above. Bowie et al. (2001) reported not 
significant relationship between positive symptoms and violence among a sample of 
geriartric service-users in a psychiatric inpatient setting. Ehmann et al. (2001) 
conducted a prospective cohort study among a sample of treatment resistant and 
difficult diagnosis service-users in a locked psychiatric setting. Due to the specific 
nature of the samples in these studies, these findings may not be generalizable to 
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the findings above. Abushua’leh and Abu-Akel (2006) also reported no significant 
relationship between positive symptoms of schizophrenia and violence. Due to a high 
level of bias in this study, its findings may be subject to error. Consequently the 
consistency the literature that identified positive symptoms of schizophrenia as a risk 
factor for violence was ‘good’. 
Psychosis 
 
Two studies that met inclusion criteria identified psychosis as a risk factor for violence 
within community settings. As studies were conducted in community  settings, the 
generalisability of these findings to triage services was rated as ‘good’. Applicability 
of these findings to the Australian healthcare context were determined to be ‘good’. 
 
Table 43. Studies that identify psychosis as a predictor for physical violence within community 
settings 
Source Study sample Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Coid et 
al., 
2006b)* 
Community 
settings - 
Household 
sample  
(UK) 
Cross-
sectional 
IV Moderate See note See note B B 
(Link et 
al., 
1999)* 
Community 
settings - 
Sample from 
population 
register 
(Israel) 
Cross-
sectional 
IV Moderate See note See note B C 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *Coid et al. (2006b) reported that being screened as positive on the Psychosis Screening 
Questionnaire (PSQ) was significantly positively related to the frequency of violet incidents 
committed in the past five years (χ2=8.4, df=1, p=.004). A logistic regression adjusted for 
gender, age, social class, single marital status, personality disorder, neurotic disorder, alcohol 
dependence and drug dependence indicated that participants with a positive psychosis screen 
had significantly increased odds of being involved in five or more incidents in the past five 
years (OR=5.66, 95%CI=1.80, 17.8,  p<.05). Increased odds reported for victims to injuries, 
having three or more victim types and being violent when intoxicated were not statistically 
significant. Population attributable risks of having a positive result on the psychosis screen 
were low regarding injuries to victims (PAR=1.2% se =.74), having three or more victim types 
(PAR=1%, se=.80), and being involved in five or more violent incidents (PAR=2%, se=1.0). 
• *Link et al. (1999) reported that compared to non-violent controls, participants with psychotic 
disorders (including major depression with psychosis) were significantly more likely to be 
involved in a fight (p<.01), or have used weapons (p<.001) in the past five years. In addition, 
the authors reported several regression models that indicated that psychotic/bipolar disorders 
were predictive of fighting and weapon use.  
 
Two studies were found that reported non-significant relationships between psychotic 
disorders and incidents of violence. Coid et al. (2006a) revealed that participants with 
a positive screen for psychosis had increased odds of acting violently. Analysis of 
confidence intervals reported in this study found this evidence to be inconclusive. In 
addition, Elonheimo et al. (2007) in a low bias, prospective cohort study, indicated 
that psychotic disorder was not related to violence among the wider community. As 
this study was of high quality it casts doubt on the validity of psychotic disorders as a 
risk factor for violence among community samples.  Consequently, the consistency of 
psychosis as a risk factor for violence was rated as ‘poor’. 
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Delusions – control 
 
Delusions of control are defined as false beliefs that forces external to the person are 
controlling their thinking, behaviour, or feelings. Two studies that met the inclusion 
criteria identified delusions of control as risk factors for violence. Both studies were 
conducted among samples from an Israeli population register. The focus on 
community violence meant that generalisability of these findings was rated as ‘good’. 
The applicability of these findings to the Australian healthcare context was 
determined to be ‘satisfactory’. 
 
Table 44.Studies identifying delusions of control as a predictor for violence within community 
settings 
Source Study sample Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Link et 
al., 
1999)* 
Community 
settings - 
Sample from 
population 
register 
(Israel) 
Cross-sectional IV Moderate 
See 
note 
- B C 
(Link, 
Stueve, 
& 
Phelan, 
1998)* 
Community 
settings - 
Sample from 
population 
register 
(Israel) 
Cross-sectional IV Moderate 
See 
note 
- B C 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *Using logistic regression models with psychotic/bipolar disorder, threat/control-override 
symptoms and other psychotic symptoms to predict previous five year violence and weapon 
use, Link et al. (1999) showed that threat control override symptoms (TCO) were significantly 
related to both fighting (p<.001) and weapon use (p<.001) in the past five years. An additional 
regression model revealed that TCO symptoms continued to make a significant contribution to 
these models for fighting (p<.001) and weapon use (p<.01) even when substance abuse, 
antisocial personality, and other demographic variables were additionally controlled for. 
• *Link et al. (1998) revealed that in a bivariate analysis, delusions of control as measured by 
the Schedule for Affective disorders and schizophrenia (SADS) were significantly related to 
both fighting (p<.001) and weapon use (p<.001). In addition, Logistic regression of five 
symptom measures to revealed that only delusions of control as measured by the SADS was 
predictive of both fighting (p<.01) and weapon use (p<.01). The authors also indicated that 
mind dominated by external forces as measured by the Psychiatric Epidemiology Research 
Interview (PERI) was significantly associated with fighting (p<.001) and weapon use (p<.001) 
in a bivariate analysis. These relationships did not hold between mind dominated by external 
forces and the two violence measures in a in a logistic regression using five threat/control-
override symptoms to predict violence. An additional regression used a composite measure of 
control-override symptoms to predict fighting and weapon use. This composite measure, 
which consisted of PERI measures of ‘mind dominated by external forces’, PERI measures of 
‘thoughts put into head that were not your own, and SADS measures of delusions of control  
was a significant predictor of both fighting (p<.01) and weapon use (p<.01). 
 
As indicated above, Link et al. (1998) found that SADS measures of delusions of 
control were significantly predictive of violence in bivariate and multivariate analyses. 
PERI measures, on the other hand, were not found to be predictive of violence in the 
multivariate regression model. Composite measures of control-override symptoms 
were found to be predictive. This variation in finding may be explained by differences 
in the measures used. Given there was no inconsistency in the overall findings, the 
level of consistency for literature identifying delusions of control as a risk factor for 
violence was rated as ‘excellent’. 
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Persecutory / paranoid delusions 
 
Persecutory and paranoid delusions are fixed false beliefs whereby the individual 
believes they are being persecuted or harmed by another, and these delusions can 
manifest in a variety of ways such as beliefs about being poisoned, spied on, laughed 
at, ridiculed, and vilified. Two studies that met the inclusion criteria for the review 
identified persecutory delusions as risk factors for violence. The remaining two 
studies indentified projected delusions (hostile paranoia) as risk factors for violence. 
Studies were conducted among inpatient psychiatric settings and in the wider 
community. As such, the generalisability of these findings was rated as ‘good’. One 
study was conducted in an Australian psychiatric inpatient unit. Consequently the 
applicability of these findings to Australian healthcare was determined to be 
‘excellent’. 
 
 
Table 45.Studies identifying persecutory delusions as a predictor for violence within 
community settings 
Source Study setting Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Cheung et 
al., 1997) 
Psychiatric 
inpatient unit 
(Australia) 
Case-control III-3 Moderate <.001 - B A 
(Krakowski 
& Czobor, 
1997)* 
Two 
psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low =.0002 - B B 
(Link et al., 
1999) 
Community 
settings - 
Sample from 
population 
register 
(Israel) 
Cross-
sectional 
IV Moderate 
See 
note 
- B C 
(Link et al., 
1998) 
Community 
settings - 
Sample from 
population 
register 
(Israel) 
Cross-
sectional 
IV Moderate 
See 
note 
- B C 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Cheung indicated that  on the Hostility and Direction of Hostility Questionnaire (HDHQ), 
aggressive participants had significantly higher ratings of projected delusion (paranoid 
hostility) than non-aggressive participants. 
• Krakowski and Czobor (1997) indicated that at baseline, violent service-users had significantly 
higher scores on the BPRS hostility/paranoia scale than non-violent service users(F=15.09, df 
=127, p=.0002). 
• Using logistic regression models with psychotic/bipolar disorder, threat/control-override 
symptoms and other psychotic symptoms to predict previous five year violence and weapon 
use, Link et al. (1999) showed that threat control override symptoms (TCO) were significantly 
related to both fighting (p<.001) and weapon use (p<.001) in the past five years. An additional 
regression model revealed that TCO symptoms continued to make a significant contribution to 
these models for fighting (p<.001) and weapon use (p<.01) even when substance abuse, 
antisocial personality, and other demographic variables were additionally controlled for. 
• Link et al. (1998) revealed that in a bivariate analysis, persecutory delusions, as measured by 
the Schedule for Affective disorders and schizophrenia (SADS), were significantly related to 
both fighting (p<.05) and weapon use (p<.05). The ‘people wished to you harm’ items in the 
PERI were also significantly related to both fighting (p<.001) and weapon use (p<.001). 
Logistic regression of five TCO symptom measures revealed that ‘persecutory delusions’ as 
measured by the SADS was not significantly predictive of fighting or weapon use. ‘People 
wished to do you harm’ items in the PERI, however, emerged as significant predictors of 
fighting (p<.001) and weapon use (p<.001). The two measures of persecutory delusions were 
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combined into a single ‘Threat’ measure. Logistic regression analyses revealed that Threat 
symptoms were significantly predictive of fighting (p<.001) and weapon use (p<.05). 
 
As indicated above, Link et al. (1998), when subject to the multivariate logistic 
regression, delusions of persecution were not found to be significantly associated 
with risk of violence measured by the SADS. Composite measures of threat 
symptoms, however, were found to be predictive of violence. Given there was no 
inconsistency in the overall findings, the level of consistency for literature identifying 
delusions of control as a risk factor for violence was rated as ‘excellent’. 
Thinking disturbances 
 
Six studies that met inclusion criteria for the review identified thinking disturbances as 
a risk factor for violence. Thinking disturbances relate to disorders of the flow, rate 
and content of thinking typical in psychoses. Studies were conducted within 
psychiatric inpatient settings and community samples. Consequently the 
generalisability and applicability of these findings to Australian triage services were 
rated ‘good’. 
 
Table 46.Studies identifying thinking disturbances not own as a predictor for violence within 
healthcare and community settings 
Source Study sample Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Arango et 
al., 1999) 
Psychiatric 
inpatient unit 
(Spain) 
Prospective 
cohort 
II High <.01 - B B 
(Krakowski 
& Czobor, 
1997)* 
Two 
psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low =.03 - B B 
(M. 
Krakowski 
& P. 
Czobor, 
2004b)* 
Two 
Psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low <.001 - B B 
(Krakowski 
et al., 
1999)* 
Two 
Psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low p<.01 - B B 
(Link et al., 
1999) 
Community 
settings - 
Sample from 
population 
register 
(Israel) 
Cross-
sectional 
IV Moderate See note - B C 
(Link et al., 
1998) 
Community 
settings - 
Sample from 
population 
register 
(Israel) 
Cross-
sectional 
IV Moderate See note - B C 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Arango et al. (1999) indicated that violent participants on the unit had greater levels of thought 
disorder than non-violent participants (z=-2.62, p<.01).  
• *Krakowski and Czobor (1997) indicated that at baseline, violent participants were rated as 
having significantly higher BPRS thought disturbance scores than non-violent controls 
(F=4.99, df = 127, p=.03) 
• *Krakowski and Czobor (2004b) indicated that at baseline, violent participants were rated as 
having significantly higher BPRS thought disturbance scores than non-violent controls 
(F=14.16, df=1291, p<0.001) 
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• *Krakowski et al. (1999) compared persistently violent, transiently violent and non-violent 
participants. An ANOVA revealed a significant group difference for BPRS thought disturbance 
scores (F=4.82; p=.009). Post-hoc t-tests indicated that at baseline, persistently violent 
participants has significantly higher thought disturbance scores than non-violent participants 
(p<.01). No other significant differences were found between the three groups. 
• Using logistic regression models with psychotic/bipolar disorder, threat/control-override 
symptoms and other psychotic symptoms to predict previous five year violence and weapon 
use, Link et al. (1999) showed that threat control override symptoms (TCO) were significantly 
related to both fighting (p<.001) and weapon use (p<.001) in the past five years. An additional 
regression model revealed that TCO symptoms continued to make a significant contribution to 
these models for fighting (p<.001) and weapon use (p<.01) even when substance abuse, 
antisocial personality, and other demographic variables were additionally controlled for. 
• Link et al. (1998) revealed that in a bivariate analysis, that PERI items relating to thought put 
in head that were not your own were significantly related to both fighting (p<.001) and weapon 
use (p<.001). Logistic regression of five TCO symptom measures did not reveal thoughts not 
own as a significant predictor of violence. As indicated earlier, however, a composite measure 
of control-override symptoms was a significant predictor of both fighting (p<.01) and weapon 
use (p<.01). 
 
Restlessness / agitation 
 
Four studies met the inclusion criteria that identified restlessness and/or agitation as 
a risk factor for violence.  Three prospective cohort studies with a low level of bias 
contributed to the volume of evidence grade. These three studies were conducted in 
psychiatric inpatient settings, the generalisability and applicability of these studies to 
Australian triage services was rated ‘good’. 
 
Table 47.Studies that identify restlessness or agitation as a predictor for violence within 
healthcare settings 
Source Study setting Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Krakowski & 
Czobor, 
1997)* 
Two psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low =.0001 - B B 
(M. Krakowski 
& P. Czobor, 
2004b)* 
Two Psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low <.01 - B B 
(Krakowski et 
al., 1999)* 
Two Psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low See note - B B 
(McShane et 
al., 1998) 
Home care for 
people with 
dementia 
(UK) 
Prospective 
cohort 
II High See note - C B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Krakowski and Czobor (1997) indicated that at baseline, violent participants had a significantly 
higher scores on the BPRS Activation scale (F=16.07, df=127, p =.0001) than the non-violent 
group. 
• Krakowski and Czobor (2004b) indicated that at baseline, violent participants had a 
significantly higher scores on the BPRS Activation scale (F=7.39, df=1291, p <.01) than the 
non-violent group. 
• Krakowski and Czobor (1999) used an ANOVA to compare BPRS Activation scores between 
persistently violent, transiently violent, and non-violent participants. A significant group effect 
was found (F=6.84; p<.001). Post hoc t-tests revealed that transiently violent participants had 
a significantly higher scores on the BPRS Activation scale than non-violent participants 
(p<.01). No significant differences were found between persistently violent participants and 
transiently violent, or non violent participants. 
• McShane et al. (1998) indicated that participants who were hyperactive during any stage of 
the study were more likely to be physically aggressive than those who were never  hyperactive 
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(χ2=6.4; df=1; p=.01). This effect was not significant when only the first year was looked at, 
because those who were hyperactive in the first year of the study tended to become physically 
aggressive in later years (Fisher’s exact test p=.09). 
 
Poor self-care / functioning 
 
Five studies identified poor self-care and functioning as a risk factor for violence in 
healthcare settings. Two studies were conducted in psychiatric hospitals. The 
generalisabilty of poor self-care / functioning as a risk factor for violence was rated 
‘good’.  Due to the settings in which studies were conducted, the applicability of all 
studies was rated as ‘good’. Consequently, the applicability of these findings to 
Australian triage services was ‘good’. 
 
Table 48.Studies that identify poor self care or functioning as a predictor for violence within 
healthcare settings 
Source Study setting Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Bowie et 
al., 2001)* 
Geriatric 
psychiatric 
inpatients in 
psychiatric 
hospital 
(U.S.A) 
Retrospective 
cohort 
III-3 Moderate <.01 r2 =.1296 C B 
(Devanand 
et al., 
1997) 
Laboratory study 
of Alzheimer’s 
disease 
(USA) 
Prospective 
cohort 
II High 
See 
note 
See note C B 
(Ehmann et 
al., 2001)* 
Locked 
psychiatric 
facility 
(USA) 
Prospective 
cohort 
II Moderate 
See 
note 
See note C B 
(Rabinowitz 
& Mark, 
1999)* 
20 psychiatric 
hospitals 
(Israel) 
Prospective 
cohort 
II Moderate 
See 
note 
 
See note B B 
(Raja & 
Azzoni, 
2005)* 
Psychiatric 
intensive care 
unit 
(Italy) 
Retrospective 
cohort 
III-3 Moderate 
See 
note 
See note B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *Bowie et al. (2001) found that among geriatric psychiatric patients, SAFE Self-Care scores 
were significantly correlated with violence. The results of this correlation are reported in the 
table above. Total SAFE scores were also significantly positively associated with violence 
(r2=.1156; p<.01). In addition, the authors found that the simultaneous regression analysis of 
the effects of positive symptom severity (PANSS Positive Symptom total), negative symptom 
severity (PANSS Negative Symptom total), cognitive functioning (Cognitive Composite), social 
(SAFE Social Functions score), and adaptive functioning (SAFE Self-Care score) on physical 
aggression was statistically significant (F=03.91, df=5,50, p=0.005, r2=.28). 
• Devanand et al (1997) revealed that among a sample of outpatients with early, probable 
Alzheimer’s disease, physically aggressive participants had a significantly higher level of 
functional impairment as measured by the BFAS (Blessed Functional Activity Scales) (t=2.0, 
p<.05). In addition, high BFAS scores was shown to predict increased probability of physical 
aggression developing over the course of the disease (p<.01). 
• *Ehmann et al. (2001) found that violent participants had a significantly higher scores on 
RAPP life skills than non-violent patients (t=2.83, df=69, p=.03). Recidivist participants (those 
kept committing assaults) were found to have a significantly higher scores on RAPP life skills 
than non-violent participants (t=2.66, p<.01). 
• *Rabinowitz and Mark (1999) revealed that violent patients were rated as having a significantly 
lower level of self-care functioning than non-violent participant (F=77.5, df = not reported, 
p<.0001). In addition, a logistic regression revealed that lower nurse ratings of self-care 
functioning were predictive of violence (OR=.01, 95%CI=.89-.93). In this study, the authors 
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defined self-care functioning as a combination of poor hygiene, poor appearance, lack of 
orderliness, and ability to keep to a routine. 
• *Raja and Azzoni (2005) compared Global Assessment of Functioning scores between 
participants, who were physically violent, participants who were hostile and not physically 
violent, and participants who were neither hostile or violent. An ANOVA revealed a significant 
difference between these groups for participants current year GAF score (F=12.24, p<.001), 
and best GAF score in the last year (F=11.06, p<.001). Bonferroni tests set at p<.05, revealed 
that violent participants had significantly lower GAF scores when compared with both hostile, 
and non-hostile participants in current GAF scores. Bonderroni analysis on best GAF score in 
the last year revealed a similar finding - violent participants had significantly lower GAF scores 
when compared with hostile and non-hostile participants. 
 
Lack of insight into illness 
 
One study that met inclusion criteria identified lack of insight into illness as a risk 
factor for violence. Study details are presented in Table 67below. 
 
Table 49. Studies that identify lack of insight into illness as predictors for violence within 
healthcare settings 
Source Study setting Design Level 
Bias 
risk 
p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Arango 
et al., 
1999)* 
Psychiatric 
inpatient unit 
(Spain) 
Prospective 
cohort 
II High 
Insight into 
delusions 
<.01 
- B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *Arango et al. (1999) indicated that violent service-users had significantly less insight into their 
delusions than non-violent service-users (z=-3.26, p<.01). This relationship did not hold 
regarding insight into hallucinations (z=-1.8, p=.07). At admission, violent service-users had 
significantly less insight into their mental disorder (z=-2.26, p<.05), the need for treatment (z=-
2.26, p<.01), the social consequences of disorder (z=-2.26, p<.01) and the signs and 
symptoms of the disorder (t=-4.18, df=61, p<.001). Three variables, insight into symptoms, 
general psychopathology and violence in the previous week were entered into a regression 
model. The authors reported that the model was significant (χ2=22.41, df=3, p<.0001) and 
correctly classified 84.13% of service-users. 
 
Non-compliance with psychiatric medications 
 
One study that met inclusion criteria identified non-compliance with psychiatric 
medications as a risk factor for violence. Study details are presented in Table 68 
below. 
 
Table 50.Studies that identify non-compliance to psychiatric medications as a predictor for 
violence within healthcare settings 
Source Study setting Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Lam et al., 
2000)* 
Locked 
psychiatric 
inpatient unit 
(USA) 
Case-control III-3 Moderate <.01 τ =.14 C B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *Lam et al. (2000) reported that among a sample of service-users in a locked psychiatric 
inpatient unit, participants who injured staff were significantly more likely to have a history of 
non-compliance to medications (τ=.14, p<.01). A logistic regression analysis revealed that 
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history of medication non-compliance was a significant predication of service-users causing 
injury to staff members (Wald statistic = 7.08, p=.01) 
Hallucinations in dementia 
 
One study that met inclusion criteria indentified hallucinations as a risk factor for 
violence among home care patients with dementia. Study details are presented in 
Table 69 below. 
 
Table 51.Studies that identify hallucinations as a predictor for physical violence within 
healthcare settings 
Source Study setting Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(McShane 
et al., 
1998)* 
Home care for 
people with 
dementia 
(UK) 
Prospective 
cohort 
II High 
See 
note 
- C B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *In a UK home care sample of people with dementia, Mc Shane et al. (1998) reported that 
hallucinations in the first year of the study, were significantly associated with physical 
aggression over the four year study period (Fisher’s exact test, p=.002). In addition, a Cox 
regression model that showed that the time until the onset of physical aggression was 
significantly associated with hallucinations in the first year (β=2.16, df=1, P=0.001).  
Early onset of illness 
 
Four studies identified that early onset of psychiatric illness was significantly related 
to incidents of violence in mental healthcare settings. Although two studies were 
conducted in secure, locked units with specific service-user groups, two studies were 
conducted in acute psychiatric inpatient settings. As such, the generalisability and 
applicability of these findings was ‘good’. 
 
Table 52.Studies identifying early onset of illness as a risk factor for violence within a 
healthcare settings 
Source Study setting Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Chang & Lee, 
2004) 
Locked 
psychiatric 
unit 
(Taiwan) 
Prospective 
cohort 
II High =.002 - C B 
(Ehmann et al., 
2001)* 
Locked 
psychiatric 
facility 
(USA) 
Prospective 
cohort 
II Moderate <.05 - C B 
(Rabinowitz & 
Mark, 1999)* 
20 psychiatric 
hospitals 
(Israel) 
Prospective 
cohort 
II Moderate See note 
See 
note 
B B 
(Raja & Azzoni, 
2005)* 
Psychiatric 
intensive care 
unit 
(Italy) 
Retrospective 
cohort 
III-3 Moderate See note 
See 
note 
B B 
* Studies that contributed to volume of evidence grading 
 
Notes: 
• Chang and Lee (2004) indicated that participants who were physically aggressive during their 
hospitalization (µ age of onset= 26.1, SD=9.6). had a significantly earlier onset of their 
psychiatric disorder (t=–3.21, df=109, p=.002) then compared to participants who were not 
physically aggressive (µ age of onset= 34.3, SD=15.3). 
• *Ehmann et al. (2001) indicated that participants who were violent during their hospitalization 
(µ age of onset= 19.30, SD=6.02) had a significantly earlier onset of their psychiatric disorder 
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(t=2.07, df=73, p<.05) then compared to participants who were not physically aggressive (µ 
age of onset= 22.85, SD=6.75). 
• *Rabinowitz and Mark (1999) indicated that male participants who were violent during their 
hospitalization (µ age of onset= 21.1, SD=9.9) had a significantly earlier onset of their 
psychiatric disorder (t=7.1, df=1745, p<.001) then compared to participants who were not 
violent (µ age of onset= 25.5, SD=11.6). The authors also indicated that female participants 
who were violent during their hospitalization (µ age of onset= 22.1, SD=11.4) had a 
significantly earlier onset of their psychiatric disorder (t=7.6, df=1183, p<.001) then compared 
to participants who were not violent (µ age of onset= 29.8, SD=14.2). The authors indicated 
that logistic regression identified age of onset as a risk factor for violence in the unit (OR=.98; 
95%CI=.97,.99) 
• *Raja and Azzoni (2005) compared the age of the onset of illness between physically violent 
participants, hostile, but non-violent participants, and participants who were neither hostile nor 
violent. An ANOVA revealed a significant group effect (F=6.84; df=933; p=.001). Post-hoc 
Bonferroni tests set at p<.05 indicated that physically violent participants (µ age of onset=21.9, 
SD=8.8) had a significantly lower age of onset of illness than non-hostile participants (µ age of 
onset= 29.4, SD=13.7). They did not have a significantly lower age of onset compared with 
hostile participants (µ age of onset = 27.0, SD=12.8). 
 
3.2.7. Mental illness treatment factors 
 
Table 53. Mental illness treatment factors identified in the literature as risk factors for violence  
Risk factor Volume Consistency Generalisability Applicability 
FINAL 
GRADE 
Akathesia D D B B D 
Longer length of stay C C B B C 
Involuntary admission C A B B C 
 
Akathesia 
 
One study that met inclusion criteria indentified akathesia as a risk factor for violence 
in a psychiatric intensive care. Study details are presented in Table 72 below. 
 
Table 54. Studies that identify involuntary admission status as a predictor for violence within 
mental healthcare settings 
Source Study setting Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Raja et 
al., 1997)* 
Psychiatric 
intensive care 
unit 
(Italy) 
Prospective 
cohort 
II High 
See 
note 
- B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *Raja et al. (1997) compared Akathesia scores between participants who were physically 
violent, participants who were hostile, but not physically violent, and participants who were 
neither hostile nor violent. Bonferroni tests revealed that violent participants had significantly 
higher akathesia scores than hostile participants (t=2.550; df=300; p<.05), but did not have 
significantly higher akathesia scores than non-hostile participants. 
 
Raja and Azzoni (2005) used an ANOVA to compare akathesia scores between 
physically violent service-users, hostile, but not physically violent service-users, and 
service-users who were neither hostile, or violent. No significant group differences 
were reported. This finding was inconsistent with the results reported in Table 72 
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Consequently, the consistency of findings that identified akathesia as a risk factor for 
violence was rated ‘poor’. 
Longer length of stay 
 
Four studies that met inclusion criteria identified length of stay as a risk factor for 
violence. Though two studies were conducted within locked, secure units, two were 
in acute psychiatric inpatient settings. Generalisaility and applicability of findings to 
Australian triage services was determined to be ‘good’. 
 
Table 55.Studies that identify longer length of stay in mental healthcare setting as a predictor 
for violence  
Source Study setting Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Arango et 
al., 1999) 
Psychiatric 
inpatient unit 
(Spain) 
Prospective 
cohort 
II High <.05 - B B 
(Chang & 
Lee, 2004) 
Locked 
psychiatric unit 
(Taiwan) 
Prospective 
cohort 
II High =.002 - C B 
(Gudjonsson 
et al., 1999)* 
Secure 
psychiatric unit 
(UK) 
Retrospective 
cohort 
III-3 Moderate <.001 - C B 
(Raja & 
Azzoni, 
2005)* 
Psychiatric 
intensive care 
unit 
(Italy) 
Retrospective 
cohort 
III-3 Moderate 
See 
note 
- B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Arango et al. (1999) reported that violent service-users (µ=36.37, SD =20.92) spent more 
days in hospital compared to non-violent service-users (µ=25.32, SD =16.36). This difference 
was statistically  significant (F=2.84, df=60, p<. 05). 
• Chang and Lee (2004) reported that aggressive service-users (µ no. of days = 42.9, SD 
=30.2) stayed longer in hospital compared to non-violent service-users(µ no. of days = 26.5, 
SD =24.2). This difference was statistically significant (t=3.17, df=109, p=.002). 
• *Gudjonsson et al. (1999) reported that a Mann-Whitney U test revealed that violent service-
users (median=1 year) had a significantly greater length of stay than non-violent service users 
(median = 0.51 years) (p<.001). This finding is not useful to the systematic review as the 
authors did not report the means and standard deviations for length of stay. 
• *Raja and Azzoni (2005) used an ANOVA to compare the number of days of hospitalisation for 
physically violent service-users (µ=20.7, SD =17.4), hostile, but not physically violent service-
users (µ=12.8, SD=13.8), and service-users who were neither hostile, or violent (µ=9.7, 
SD=12.5). A statistically significant difference was found between the three groups (F=32.99, 
df=2348, p<.001). Bonferroni tests revealed that physically violent service-users spent a 
significantly longer time in hospital than hostile service-users (p<.05), and non- hostile service-
users (p<.05). 
 
Some inconsistency reflecting uncertainty around length of hospital stay as a risk 
factor for violence was identified in the literature. Krakowski et al. (1999) 
compared length of stay between persistently violent, transiently violent and non-
violent participants in the sample. An ANOVA conducted by the authors revealed 
a non-significant group effect. It is unclear, however, if this finding relates 
specifically to comparisons between transiently violent, persistently, violent, and 
non-violent service-users. Thus, consistency was rated as ‘satisfactory’. 
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Involuntary admission 
 
Two studies found significant relationships between involuntary admission to hospital 
and incidents of violence in psychiatric inpatient settings. Due to study settings, the 
generalisability and applicability of these findings to Australian triage settings were 
rated as ‘good’. 
 
Table 56.Studies that identify involuntary admission status as a predictor for violence within 
mental healthcare settings 
Source Study setting Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Arango et 
al., 1999) 
Psychiatric 
inpatient unit 
(Spain) 
Prospective 
cohort 
II High <.001 - B B 
(Serper et 
al., 2005)* 
Psychiatric 
hospital 
(USA) 
Retrospective 
cohort 
III-3 Moderate =.007 - B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Arango et al. (1999) revealed that the group of violent service users had a significantly higher 
proportion of involuntary, than voluntary admissions, compared with the non-violent group 
(χ2=16.1, df=2, p<.001). 
• *Serper et al. (2005) demonstrated that among a sample of service-users with 
schizophrenia, participants who were involuntarily brought to the hospital exhibited 
more aggression against others than those who voluntarily arrived (F1,116 = 7.52, p = 
.007).   
 
3.2.8. Substance abuse related risk factors 
 
Table 57.Substance abuse related risk factors for violence identified in the literature 
Risk factor Volume Consistency Generalisability Applicability 
FINAL 
GRADE 
History of alcohol abuse C B B B C 
History of substance 
abuse (illicit drugs) / poly 
substance abuse 
B B B B B 
Current intoxication due 
to alcohol or other 
substances 
C B A B C 
Co-morbid substance 
abuse 
C D B B D 
 
History of alcohol abuse 
 
A total of six studies retrieved in the literature search indicated a history of alcohol 
abuse was a risk factor for violence. Four studies measured violence in the 
community while two concerned the effect of alcohol abuse co-morbidity on violence 
within healthcare settings. As several studies demonstrated that having a history of 
alcohol abuse was a risk factors for violence, the generalisability of these findings to 
triage services was rated as ‘good’. Similarly, the applicability of the findings to the 
Australian healthcare context was deemed to be ‘good’. Study details are outlined in 
table 76 below. 
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Table 58.Studies that identify having a history of alcohol abuse as a predictor for physical 
violence within healthcare and community settings 
Source Study setting Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Abushua'leh & 
Abu-Akel, 
2006) 
Psychiatric 
hospital 
(service-users 
with 
schizophrenia 
only) 
Retrospectiv
e cohort 
III-3 High 
See 
note 
See note C B 
(Coid et al., 
2006a) 
Community 
settings - 
Household 
sample 
(UK) 
Cross-
sectional 
IV Moderate - See note B B 
(Coid et al., 
2006b) 
Community 
settings - 
Household 
sample  
(UK) 
Cross-
sectional 
IV Moderate 
See 
note 
See note B B 
(Cunningham 
et al., 2006) 
Community 
violence - 
Injured 
adolescents 
presenting to ED 
(US) 
Cross-
sectional 
IV Moderate <.05 
OR=3.41 
(CI=1.00,11
.64) 
B B 
(Ehmann et al., 
2001)* 
Locked 
psychiatric facility 
(USA) 
Prospective 
cohort 
II Moderate 
See 
note 
See note C B 
(Gudlaugsdottir 
et al., 2004) 
Community 
setting - 
School sample 
(Iceland) 
Cross-
sectional 
IV Low 
See 
note 
See note B C 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Abushua’leh and Abu-Akel (2006) conducted a study among a sample of service users with 
schizophrenia in a psychiatric hospital.  A Mann-Whitney U test revealed that a higher 
proportion of participants with a history of alcohol or drug abuse were in the group of violent 
participants (those who had committed three or more assaults against others) than the group 
of non violent participants (p<.005). In addition, a backward stepwise model using 
demographic characteristics found that history of alcohol and drug abuse was a significant 
predictor of violence (χ2=9.1, df=1, p<.005, β=-2.24; p<.006, OR inverted =9.4).  Drug abuse 
was not analysed separately from alcohol abuse. 
• Coid et al. (2006a) indicated that participants with substance abuse disorders (alcohol or other 
substances) had increased odds of being violent (OR=3.0, 95%CI=2.2., 4.2).  A regression 
conducted by the authors indicated that hazardous drinking (adj OR=2.52, 95%CI=1.97,3.23) 
and alcohol dependence (adj OR =2.72, 95%CI=1.85,3.98) was significantly associated with 
increases in violence. The authors also calculate the population attributable risk (%) of 
hazardous drinking and alcohol dependence. This analysis revealed great reductions in 
violence if populations were not exposed to hazardous drinking (PAR=46.8%, se=2.0) and 
alcohol dependence (PAR=23.4%, se=.15). 
• Coid et al. (2006b) revealed that hazardous drinking (χ2=587.4, p<.001) and alcohol 
dependence (χ2=678.1, p<.001) were linearly associated with the repetition of physically 
violent behaviour. Hazzardous drinking was related to increases in victims being injured 
(OR=2.15, 95%CI=1.61, 2.88), committing 5 or more violent incidents (OR=2.94, 95%CI=3.14, 
5.76), and having 3 or more victim types (OR=3.82, 95%CI=1.97, 7.41). Alcohol dependence 
was related to increases in victims being injured (OR=2.43,95%CI=1.76, 3.36),  committing 5 
or more violent incidents (OR=2.13, 95%CI=1.47, 3.07), and having 3 or more victim types 
(OR=4.98, 95%CI=2.69, 9.21). In addition, participants who reported having committed violent 
behaviour while being intoxicated were more likely to report injuring a victim (OR =42, 
95%CI=32-56, p<.001), having three or more victim types (OR=38, 95%CI=29- 50, p< .001) 
and being involved in five or more violent incidents (OR=30, 95%CI=22, 41, p<.001). The 
authors also calculate the population attributable risk (%) of hazardous drinking and alcohol 
dependence to the severity, versatility and repetition of violence. If unexposed to hazardous 
drinking, the risk injuries to victims (PAR= 50.9%, s.e. = 3.5), having 3 or more victim types 
(PAR=53.9%,  s.e= 4.0)and being involved in 5 or more violent incidents (PAR =54.8%, s.e. = 
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4.1) would be greatly reduced. If unexposed to alcohol dependence, injuries to victims 
(PAR=29.8%, s.e = 2.8), having 3 or more victim types (PAR=30.4%, se = 3.2), and being 
involved in 5 or more violent incidents (PAR=30.4%, s.e. =3.3) would be greatly reduced. 
• Cunningham (2006) revealed that among a sample of injured adolescents presenting to the 
ED, self-reported alcohol use in the last year was significantly associated with having 
committed acts of severe violence (OR=3.41, 95%CI=1.00,11.64, p<.05). Alcohol use was not 
significantly related to moderately violent incidents.  
• * Ehmann et al (2001) revealed that among a sample in a US locked psychiatric facility, there 
was no significant difference in the proportions of those that reported to have alcohol abuse in 
the previous year between violent and non-violent participants (t=2.76, df=75, p=.2). The 
authors attempted to predict incidents of violence through a regression with age, sex, history 
of violence, diagnosis, psychopathology and alcohol abuse. This regression was significant 
(χ2=25.05, df=6, p=.0003). Alcohol abuse was a significant  predictor of violence on the unit 
(β=2.34, Wald=4.73, df =1, p=.03, OR=10.37). 
• Gudlaugsdottir et al. (2004) revealed that among a sample of school children, lifetime alcohol 
consumption (p<.001), and the number of times drunk (p<.001) were significantly associated 
with physically violent acts in a bivariate analysis. Lifetime alcohol consumption had a positive 
linear trend with violence: never consumed alcohol (OR=1.00, REF), between 1-5 times 
(OR=1.57, 95%CI=1.32, 1.86), between 6-19 times (OR=2.84, 95%CI=2.35,3.44), 20 times or 
over (OR=4.83, 95%CI=3.94,5.93). Number of times drunk had a positive linear trend with 
violence: never drunk (OR=1.00, REF), between 1-2 times (OR=1.51, 95%CI=1.24, 1.83), 
between 3-9 times (OR=2.15, 95%CI=1.77,2.62), 10 times or over (OR=3.76, 
95%CI=3.14,4.50). In addition, lifetime alcohol consumption made a significant independent 
contribution to the prediction of violence in a stepwise regression (p<.001). Lifetime alcohol 
consumption had a positive linear trend with violence in this analysis: never consumed alcohol 
(OR=1.00, REF), between 1-5 times (OR=1.24, 95%CI=.99, 1.56), between 6-19 times 
(OR=1.81, 95%CI=1.38,2.38), 20 times or over (OR=2.47, 95%CI=1.79,3.44). 
 
One study retrieved in the literature search reported that alcohol abuse did not have 
a significant relationship with service-user assaults in acute psychiatric inpatient units 
in Taiwan (Chou et al., 2002). This prospective cohort study was judged to have a 
low risk of bias and was conducted across seven acute psychiatric inpatient units. 
The overwhelming majority of studies, however, found a relationship between alcohol 
abuse and violence and several were conducted in community settings in Europe 
and the U.S.A. It is possible that cultural differences in Taiwan may have accounted 
for these results. Given that only one study was inconsistent with these findings, the 
consistency of the literature identifying alcohol abuse as a risk factor for violence was 
determined to be ‘good’. 
 
History of substance abuse (illicit drugs) / polysubstance abuse 
 
Six studies identified having a history of substance abuse as a predictor for physical 
violence. Results of these studies are presented in Table 77 below. All six studies 
were conducted in community settings. Generalisability of study results to triage 
services were considered to be ‘good’.  These findings were found across a range of 
countries among population samples. Consequently, applicability of study findings to 
the Australian healthcare context was deemed to be ‘good’ 
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Table 59.Studies that identify having a history substance abuse as a predictor for physical 
violence within community settings 
Source Study sample Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Coid et al., 
2006a) 
Household 
sample 
(UK) 
Cross-
sectional 
IV Moderate - See note B B 
(Coid et al., 
2006b) 
Household 
sample  
(UK) 
Cross-
sectional 
IV Moderate 
See 
note 
See note B B 
(Cunningham et 
al., 2006) 
Injured 
adolescents 
presenting to 
ED 
(US) 
Cross-
sectional 
IV Moderate - See note B B 
(Elonheimo et 
al., 2007)* 
Birth cohort 
(Finland) 
Prospective 
cohort 
II Low 
See 
note 
See note B B 
(Gudlaugsdottir 
et al., 2004) 
School sample 
(Iceland) 
Cross-
sectional 
IV Low 
See 
note 
See note B C 
(Link et al., 
1999) 
Sample from 
population 
register 
(Israel) 
Cross-
sectional 
IV Moderate 
See 
note 
See note B C 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Coid et al. (2006a) indicated that participants with substance abuse disorders (alcohol or other 
substances) had increased odds of being violent (OR=3.0, 95%CI=2.2., 4.2).  Coid et al. 
(2006a) indicated that both drug use and drug dependence increased the likelihood of 
committing violent acts. A logistic regression analysis adjusted for sex, age, social class, 
marital status, employment, personality disorder, affective/anxiety disorders, psychosis and 
hazardous drinking revealed that participants who used drugs had increased odds of being 
violent (adj OR=1.96; 95%CI=1.80, 2.75). A logistic regression analysis adjusted for sex, age, 
social class, marital status, employment, personality disorder, affective/anxiety disorders, 
alcohol dependence and psychosis revealed that participants with drug dependence had 
increased odds of being violent (adj OR=2.63; 95%CI=1.46, 4.74). An analysis of population 
attributable risk indicated that violence in the community would be greatly reduced if the 
population was not exposed to drug use (PAR=36.8%, se=1.7) or drug dependence 
(PAR=13.9%, se=1.2). 
• Coid et al. (2006b) indicated that drug dependence was significantly related to the frequency 
of violent incidents during the past five years (χ2=556.6; df=1; p<.001). A logistic regression 
analysis adjusted for gender, age, neurotic disorders, alcohol dependence and psychosis 
revealed that participants with drug dependence had significantly increased odds of injuring 
the victim (OR=1.94; 95%CI=1.30,2.89; p<.001), being involved in five or more violent 
incidents (OR=1.90; 95%CI=1.23,2.91; p<.001) and being violent while intoxicated (OR=2.52; 
95%CI=1.74,3.66; p<.001). An analysis of population attributable risk regarding injuries to 
victims (PAR=21.7%, se=2.4), having three or more victim types (PAR=22.5%, se=2.8) and 
being involved in five or more violent incidents (PAR=21.1%, se=2.9) revealed that violence 
would be greatly reduced if the population was not exposed to drug dependence. 
• Cunningham et al. (2006) indicated that among a sample of adolescents aged between 12-17 
presenting to a US emergency department with injuries, participants who used marijuana had 
increased odds of committing moderate (OR=2.30; 95%CI=.44, 12.00) and severe (OR=7.41, 
95%CI=1.55,35.51) violent behaviour in the past year. 
• *Elonheimo et al. (2007) reported a regression analysis which revealed that after controlling 
for parental education levels (SES), significant associations were found between the 
frequency of violent crime and substance use disorder (OR=10.9; 95%CI=5.6, 20.5; χ2=54.0; 
df=1; p<.001).  When the effect of other crime types (drug, property, traffic, drink driving) were 
controlled for, substance use disorder did not have a significant independent association with 
violent crime. 
• Gudlaugsdottir et al. (2004) indicated in a sample of Icelandic school students that hashish 
use increased the likelihood of violence. A bivariate analysis indicated that participants who 
used hashish once or twice (OR=3.90, 95%CI=2.70, 5.62) and participants who used hashish 
three or more times (OR=6.05, 95%CI=4.10, 8.90) had increased odds of acting violently than 
compared with students who had never used hashish. 
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• Link et al. (1999) used logistic regression models to predict past five year prevalence of 
fighting and weapon use. In models regressing psychotic/bipolar disorders, sex, ethnicity, age, 
education, social desirability, substance abuse disorder, and antisocial personality disorder 
onto fighting and weapon use, substance abuse disorder was a significant independent 
predictor of fighting (p<.001) and weapon use (p<.01). Substance abuse disorder continued to 
predict fighting (p<.001) and weapon use (p<.001) even when threat/control-override 
symptoms were added to the models. 
 
Two studies conducted in psychiatric inpatient settings did not find a significant 
relationship between substance use and violence in the unit. Krakowski et al. (1999), 
in a prospective cohort study with low bias risk conducted in the U.S. in two 
psychiatric hospitals indicated that there was no significant difference between non-
violent, transiently violent, and persistently violent service users regarding histories of 
substance abuse. Similarly Krakowski and Czobor (2004), in a prospective cohort 
study with a moderate level of bias risk found that history of substance abuse were 
not significant predictors of assaults on staff in the first two months of hospitalization 
within two U.S. psychiatric hospitals. It is possible that these studies did not find a 
relationship between substance use history and violence on the unit due to greater 
control of substances in psychiatric settings compared to the wider community. Given 
that triage services process service-users directly from the community it is 
reasonable to assume that substance abuse history would be a risk factor for 
violence in triage services. Consistency of these findings was consequently deemed 
to be ‘good’.  
 
Current intoxication due to alcohol or other substances 
 
Two studies retrieved in the literature search identified current intoxication due to 
alcohol or other substances as risk factors for violence. Results of these studies are 
presented in Table 78 below. As one study was conducted within an emergency 
department, generalisability for these results was rated as ‘excellent’. Applicability to 
Australian healthcare contexts was deemed to be ‘good’ 
 
Table 60.Studies that identify current intoxication due to alcohol or other substances as a 
predictor for physical violence within healthcare and community settings 
Source Study setting Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Coid et al., 
2006b) 
Community 
setting - 
Household 
sample  
(UK) 
Cross-
sectional 
IV Moderate 
See 
note 
See note B B 
(James et 
al., 2006)* 
Emergency 
Department 
(UK) 
Retrospective 
cohort 
III-3 Moderate 
See 
note 
See note A B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Coid et al. (2006b) reported that participants with no disorder were less likely to report being 
violent when intoxicated (OR=.19, 95%CI=.15, .25, p<.01). The odds of participants reporting 
violence with intoxication was significantly increased however, for participants with any 
personality disorder (OR=2.10, 95%CI=1.59, 2.76, p<.01), participants who engaged in 
hazardous drinking (OR=6.05, 95%CI=4.52, 8.10, p<.01), participants who were alcohol 
dependent (OR=5.16, 95%CI=3.88, 6.86, p<.01), participants who were drug dependent 
(OR=2.52, 95%CI=1.73, 3.66, p<.01), and participants with antisocial personality disorder 
(OR=3.35, 95%CI=2.30,4.87, p<.01). While odds ratios were greater than one regarding  
participants with a positive psychosis screen or a diagnosis of a neurotic disorder, analysis of 
confidence intervals indicated that there was not 95% certainty that the odds were increased. 
 66 
It is uncertain therefore, whether the odds of participants reporting being violent while 
intoxicated were increased for participants with psychosis or neurotic disorders. The authors 
also reported that those who reported violent behaviour when intoxicated were more likely to 
report injuring a victim (OR =42, CI 32-56, p<.001), three or more victim types (OR=38, CI 29-
50, p< .001) and five or more violent incidents (OR=30, CI 22-41, p<.001). 
• James et al. (2006) reported that participants were more likely to have been involved in 
violence when hospital records revealed that the service-user was thought to be under the 
influence of drugs (OR=4.559, 95% CI=1.151-18.058, p=0.031). There was no significant 
correlation between physical violence and hospital records revealing that assailants were 
under the influence of alcohol at the time (OR=0.712, 95% CI=0.368-1.378, p= 0.313). As this 
study relied on hospital records, these results may not be reliable due to reporter bias.  
 
As indicated above, Coid et al. (2006b) reported that participants with no disorder 
had greatly reduced odds of reporting that they have been violent when intoxicated. 
This study relied on participant self-reports and it is unclear whether these 
participants were less likely to be violent, or simply less likely to report being violent. 
Given that the results presented above were clear in indicating that intoxication 
increases the odds of being violent for many people, including those presenting to 
emergency departments, the consistency of these findings was rated as ‘good’. 
 
Co-morbid substance abuse 
 
Overall, three studies were retrieved in the literature search that identified co-
morbidity with drug or alcohol abuse as a risk factor for violence. Two studies were 
concerned with co-morbid substance abuse within psychiatric inpatient settings 
(Abushua'leh & Abu-Akel, 2006; Ehmann et al., 2001), while one measured the 
effects of co-morbid substance abuse in the general community (Coid et al., 2006a). 
The presence of the community study meant that generalisability to triage services 
was rated as ‘good’. Applicability of these finding to the Australian healthcare context 
was rated as ‘good’ 
 
Table 61.Studies that identify having co-morbid psychiatric / substance abuse as a predictor 
for physical violence within healthcare and community settings 
Source Study setting Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Abushua'leh 
& Abu-Akel, 
2006) 
Psychiatric 
hospital 
(service-users 
with 
schizophrenia 
only) 
Retrospective 
cohort 
III-3 High 
See 
note 
See note C B 
(Coid et al., 
2006a) 
Community 
setting - 
Household 
sample 
(UK) 
Cross-
sectional 
IV Moderate - See note B B 
(Ehmann et 
al., 2001)* 
Locked 
psychiatric facility 
(USA) 
Prospective 
cohort 
II Moderate 
See 
note 
See note C B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• A Mann-Whitney U test reported in Abushua’leh and Abu-Akel (2006) indicated that within a 
sample of service users within a psychiatric hospital, there was a significantly greater 
prevalence of alcohol and drug abuse in the violent group, compared to the non-violent group 
(p<.005). A backward stepwise regression model featuring demographic characteristics and 
history of drug and alcohol abuse found that only alcohol and drug abuse was a significant 
predictor of violence in the model (χ2=9.1 df=1, p<.005; β=-.24 p<.006; OR inverted = 9.4). 
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• Coid et al. (2006a) conducted a logistic regression analysis adjusted for age, sex, social class, 
marital status and employment that reported odds of self-reported violence for within different 
combinations psychiatric disorders with substance dependence, where substance 
dependence refers to alcohol dependence and/or drug dependence. Participants with 
affective/anxiety disorder and substance dependence (OR=7.6, 95%CI=5.5, 10.5), any 
personality disorder and substance dependence (OR=8.9, 95%CI=6.9, 11.6), any personality 
disorder, affective/anxiety disorder and substance dependence (OR=91, 95%CI=6.2, 13.3) 
had increased odds of reporting violence. Though the following combinations of disorders 
were reported to have increased odds, an analysis of confidence intervals revealed that these 
had less than 95% certainty: Participants with psychosis and substance dependence, 
participants with psychosis, affective/ anxiety disorder and substance dependence, 
participants with psychosis, any personality disorder and substance dependence, participants 
with psychosis, affective/anxiety disorder, personality disorder and substance dependence. No 
combination of disorder was reported to have reduced odds of reporting violence. The authors 
calculated population attributable risk for several of the co-morbid substance abuse 
combinations. These analyses indicated that violence would be reduced in the population if 
the population was not exposed to the following co-morbidities: personality disorder and 
substance dependence (PAR=19.4%, se=1.4), affective/anxiety disorder and substance 
dependence (PAR=9.2%, se=1.0), and affective/anxiety, personality disorder and substance 
dependence (PAR=7.8%, se=.9). In addition, Coid et al. (2006) indicated that compared with 
participants with no disorders participants with any two psychiatric or psychiatric/substance 
use disorders (OR=4.7, 95%CI=3.6,6.2) or any three psychiatric or psychiatric/substance use 
disorders (OR=8.2, 95%CI=5.6, 11.9) had increased odds of reporting violence. These odds 
were higher than those regarding participants with any one disorder (OR=2.2., 95%CI= 1.7, 
2.7). This indicates that the odds of self-reported violence linearly increased according to the 
number of disorders participants had.  
• * Ehmann et al (2001) revealed that among a sample in a US locked psychiatric facility, there 
was no significant difference in the proportions of those that reported to have alcohol abuse in 
the previous year between violent and non-violent participants (t=2.76, df=75, p=.2). The 
authors attempted to predict incidents of violence through a regression with age, sex, history 
of violence, diagnosis, psychopathology and alcohol abuse. This regression was significant 
(χ2=25.05, df=6, p=.0003). Alcohol abuse was a significant  predictor of violence on the unit 
(β=2.34, Wald=4.73, df =1, p=.03, OR=10.37). 
 
One study retrieved in the literature search reported that alcohol abuse co-morbidity 
did not have a significant relationship with service-user assaults in acute psychiatric 
inpatient units in Taiwan (Chou et al., 2002). As indicated in section 8.1, the results of 
this study differ from those conducted in Europe and the U.S. and may be culturally 
based. Two studies conducted in psychiatric inpatient settings did not find a 
significant relationship between substance use co-morbidity and violence in 
psychiatric inpatient units (Krakowski et al., 1999; M. I. Krakowski & P. Czobor, 
2004). As indicated in section 8.2 of the report it is possible that these studies did not 
find a relationship between substance use history and violence on the units. This 
contradicts the findings of Ehmann et al. (2001) that co-morbid substance abuse was 
found to be a significant predictor of violent behavior in a US locked psychiatric unit. 
These issues need more research to be resolved. Consistency of the findings was 
rated as ‘poor’.  
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3.2.9. Cognitive and behavioural risk factors 
 
Table 62. Cognitive &  behavioural risk factors for violence identified in the literature 
Risk factor Volume Consistency Generalisability Applicability 
FINAL 
GRADE 
Hostility A A B A A 
Suspiciousness B A B B B 
Cognitive impairment B B B A B 
Poor impulse control / 
impulsivity 
C A B B C 
Homicidal ideation C A C B C 
Irritability B A B B B 
  
Hostility 
 
Ten studies met the inclusion criteria that identified hostility as a risk factor for 
violence. It is noteworthy that three studies measured hostility as a discrete variable, 
three studies measured suspiciousness with hostility, two studies measured paranoia 
with hostility and a further two studies measured agitation with hostility. In terms of 
clinical application to triage, rapid screening assessment has higher potential to 
accurately assess outward expressions of hostility rather than subjective internal 
factors that may cause, or co-occur with hostility. As such all measures of hostility, 
with or without co-occurring internal factors are presented in this section of the report. 
Findings of these studies are presented in Table 81 below. 
 
Aside from one study, which measured the relationship between hostility and 
violence in a sample of service users with schizophrenia, the remaining studies were 
conducted in psychiatric inpatient settings with broad samples of service-users or in 
the community.  As such, the generalisability of these findings was rated ‘good’. One 
study was conducted in an Australian psychiatric inpatient unit. Due to the 
consistency among the studies identified, the applicability of these overall findings 
was considered to be ‘excellent’. 
 
Table 63.Studies that identify hostility or anger as a predictor for physical violence within 
healthcare and community settings  
Source Study setting Design Level Bias risk p 
Effect 
size 
General
isability 
Applic 
ability 
(Abushua'leh & 
Abu-Akel, 
2006)* 
Psychiatric 
hospital 
(service-users 
with 
schizophrenia 
only) 
Retrospective 
cohort 
III-3 High <.05 - C B 
(Arango et al., 
1999) 
Psychiatric 
inpatient unit 
(Spain) 
Prospective 
cohort 
II High <.001 - B B 
(Cheung et al., 
1997) 
Psychiatric 
inpatient unit 
(Australia) 
Case-control III-3 Moderate See note See note B A 
(Gudlaugsdottir 
et al., 2004) 
Community 
settings - 
School sample 
(Iceland) 
Cross-
sectional 
IV Low See note See note B C 
(Krakowski & 
Czobor, 1997)* 
Two psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low =.0002 - B B 
(M. Krakowski 
& P. Czobor, 
Two Psychiatric 
hospitals 
Prospective 
cohort 
II Low <.001 - B B 
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2004b)* (USA) 
(Krakowski et 
al., 1999)* 
Two Psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low See note - B B 
(Raja & Azzoni, 
2005) 
Psychiatric 
intensive care unit 
(Italy) 
Retrospective 
cohort 
III-3 Moderate See note - B B 
(Raja et al., 
1997) 
Psychiatric 
intensive care unit 
(Italy) 
Prospective 
cohort 
II High See note - B B 
(Watts et al., 
2003) 
Two acute 
inpatient 
psychiatric units 
(UK) 
Prospective 
cohort 
II Moderate <.01 
adj 
OR=1.8, 
(95%CI=1
.151, 
2.813) 
B B 
* Studies that contributed to volume of evidence grading 
 
 
Overview of study findings 
• Abushua’leh and Abu-Akel (2006) reported that a Mann-Whitney U test revealed significant 
differences between violent and non-violent participants in the hostility component of the 
BPRS scores (p<0.05). 
• Arango et al. (1999) indicated that there were significant differences between PANSS hostility 
scores at admission between non-violent and violent participants (z=-3.55, p<.001).  
• Cheung et al. (1997) indicated that among a sample of service-users with schizophrenia, the 
urge to act out hostility subscale was scored significantly higher for aggressive participants 
than compared with non-aggressive participants (t=3.8 p<.0001).  In addition aggressive 
participants had significantly higher ratings of projected delusion (paranoid hostility) than non-
aggressive participants (t=3.6,  p<.001). Total scores on the HDHQ were significantly higher in 
aggressive participants than non-aggressive participants (t=4.1,  p<.0001). Though statistically 
significant, the effect of HDHQ scores were not large schizophrenia symptom scores (PANSS) 
were controlled for (OR=1.09, 95%CI=.85, 1.10, p<.05). Similarly, the effect of HDHQ scores 
were not large after controlling for sad affect in response to hallucinations (OR=1.14, 
95%CI=1.01, 1.28, p<.05). 
• Gudlaugsdottir et al. (2004) revealed that when using participants rated as having low or 
medium levels of anger / aggression as a reference, participants rated as having a high level 
of anger / aggression were shown to have increased risk of violence in a bivariate (OR=2.50; 
95%CI=2.13, 2.92, p<.001) and multivariate (OR=1.75; 95%CI=1.41, 2.17; p<.001) analysis. 
• *Krakowski and Czobor (1997) indicated that at baseline, violent service-users had 
significantly higher scores on the BPRS hostility/paranoia scale than non-violent service 
users(F=15.09, df =127, p=.0002). 
• *Krakowski and Czobor (2004b) indicated that violent patients had significantly higher scores 
on Hostile-Suspiciousness scale of the BPRS than non-violent patients (F=24.42, df=1291, 
p<0.001). 
• *Krakowski et al. (1999) reported that an ANOVA between persistently violent, transiently 
violent, and non-violent participants found a group effect for BPRS hostility-suspiciousness 
over baseline and endpoint measures (F=12.1, p<.001). Post hoc t-tests identified that at 
baseline, persistently (p<.01) and transiently (p<.01) violent participants had significantly 
higher scores of BPRS hostility-suspiciousness than non-violent participants. Endpoint 
comparisons from this paper are not discussed in this report as they do not aid the early 
identification of violence and were deemed to be irrelevant to the aims of the systematic 
review. 
• Raja and Azzoni (2005) compared BPRS hostility/agitation scores between participants, who 
were physically violent, participants who were hostile, but not physically violent, and 
participants who were neither hostile or violent. An ANOVA revealed a significant difference 
between these groups (F=138.93, p<.001). Bonferroni tests set at p<.05, revealed that violent 
participants had significantly higher levels of hostility/agitation than non-violent participants, 
but did not have significantly higher levels of hostility/agitation than ‘hostile’ participants. 
• Raja et al. (1997) compared BPRS hostility/agitation scores between participants who were 
physically violent, participants who were hostile, but not physically violent, and participants 
who were neither hostile nor violent. Bonferroni tests revealed that violent patients had 
significantly greater BPRS hostility/agitation than non-hostile patients (t=4.343; df=310; 
p<.05).  
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• Watts et al. (2003) indicated that in a regression model predicting incidents of physical assault 
on the units, the BPRSE Hostile-suspiciousness symptom cluster score was a significant 
predictor (adj OR=1.8, 95%CI=1.151,2.813, p<.01). 
 
Suspiciousness 
 
Four studies that met the inclusion criteria identified suspiciousness as a risk factor 
for violence. Of these three concurrently measured hostility. All studies were 
conducted within psychiatric inpatient settings. The generalisability and applicability 
of these findings was rated as ‘good’. 
 
 
Table 64.Studies that identify suspiciousness as a predictor for physical violence within 
healthcare settings  
Source 
Study 
setting 
Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Arango et 
al., 1999) 
Psychiatric 
inpatient unit 
(Spain) 
Prospective 
cohort 
II High <.05 - B B 
(M. 
Krakowski 
& P. 
Czobor, 
2004b)* 
Two 
Psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low <.001 - B B 
(Krakowski 
et al., 
1999)* 
Two 
Psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low See note - B B 
(Watts et 
al., 2003) 
Two acute 
inpatient 
psychiatric 
units 
(UK) 
Prospective 
cohort 
II Moderate <.01 
adj OR=1.8, 
(95%CI=1.151, 
2.813) 
B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Arango et al. (1999) indicated that there were significant differences between PANSS 
suspiciousness scores at admission between non-violent and violent participants (z=-2.34, 
p<.05). 
• *Krakowski and Czobor (2004b) indicated that violent patients had significantly higher scores 
on Hostile-Suspiciousness scale of the BPRS than non-violent patients (F=24.42, df=1291, 
p<0.001). 
• *Krakowski et al. (1999) reported that an ANOVA between persistently violent, transiently 
violent, and non-violent participants found a group effect for BPRS hostility-suspiciousness 
over baseline and endpoint measures (F=12.1 p<.001). Post hoc t-tests identified that at 
baseline, persistently (p<.01) and transiently (p<.01) violent participants had significantly 
higher scores of BPRS hostility-suspiciousness than non-violent participants. Endpoint 
comparisons from this paper are not discussed in this report as they do not aid the early 
identification of violence and were deemed to be irrelevant to the aims of the systematic 
review. 
• Watts et al. (2003) indicated that in a regression model predicting incidents of physical assault 
on the units, the BPRSE Hostile-suspiciousness symptom cluster score was a significant 
predictor (adj OR=1.8, 95%CI=1.151,2.813, p<.01). 
 
Cognitive impairment (confusion, disorientation, memory impairment) 
 
Seven studies that met the inclusion criteria identified cognitive impairment as a risk 
factor for violence. Cognitive impairment was defined as confusion, disorientation, 
and memory impairment. Four studies were conducted within inpatient psychiatric 
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settings. The generalisability and applicability of these findings to Australian triage 
services was considered ‘good’. 
 
Table 65.Studies that identify cognitive impairment as a predictor for physical violence within 
healthcare setting 
 
 * Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Almvik and Woods (1998) revealed that among their sample, violent patients were significantly 
more likely to be rated as exhibiting confused behaviour on the BVC than non-violent patients 
(χ2==26.078; df=1; p<.001) 
• Bowie et al. (2001) tested cognitive functioning as a predictor for aggression amongst a group 
of geriatric inpatients. Positive symptom severity (PANSS Positive Symptom total), negative 
symptom severity (PANSS Negative Symptom total), cognitive functioning (Cognitive 
Composite), social (SAFE Social Functions score), and adaptive functioning (SAFE Self-Care 
score) were used to predict- physical aggression. The model was statistically significant when 
all variables were entered simultaneously (F=03.91, df=5,50, P=0.005, R2=0.28), but cognitive 
functioning was not significant in a stepwise regression. The authors did not indicate the 
contribution of individual variables in the model. 
• Bjorkdahl et al. (2006), used BVC items in an Extended Cox model  to predict violent 
incidents. Walds test revealed that BVC Confusion items were significantly related to violence 
(Hazzard ratio = 3.38; 95%CI=1.29, 8.87; p=.013) in this model. 
• Devanand et al. (1997) conducted Markov analyses to evaluate transition probabilities of 
physical aggression over the course of Alzheimer’s disease in a sample of outpatients. That 
analysis revealed that patients with higher levels of cognitive impairment (as indicated by 
lower mMMSE scores) had a significantly higher transition probability of physical aggression 
over the course of the illness (.19 vs .03; p<.001). At baseline, cognitive impairment was not 
related to physical aggression. At this point, however, participants were at an early stage of 
the disease. 
• *Krakowski et al. (1999) revealed that compared with non-violent participants, violent 
participants in the sample had significantly higher levels of neurological impairment as 
measured by the Quantified Neurological Scale (QNS) (F=3.74;  p=.03). 
Source Study setting Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Almvik & 
Woods, 1998) 
Three acute 
psychiatric 
inpatient units 
 (Norway) 
Prospective 
cohort 
II High <.01 - B B 
(Bowie et al., 
2001) 
Geriatric 
psychiatric 
inpatients in 
psychiatric 
hospital 
(U.S.A) 
Retrospectiv
e cohort 
III-3 Moderate 
See 
note 
- C B 
(Bjorkdahl, 
Olsson, & 
Palmstierna, 
2006) 
Acute 
psychiatric 
intensive care 
unit 
(Sweden) 
Retrospectiv
e cohort 
III-3 Moderate =.013 
Hazzard 
ratio = 
3.38; 
(95%CI=1
.29, 8.87) 
B B 
(Devanand et 
al., 1997) 
Laboratory 
study of 
Alzheimer’s 
disease 
(USA) 
Prospective 
cohort 
II High 
See 
note 
- C B 
(Krakowski et 
al., 1999) * 
Two 
Psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low =.03 - B B 
(McShane et 
al., 1998) 
Home care for 
people with 
dementia 
(UK) 
Prospective 
cohort 
II High =.003 - C B 
(Waldheter et 
al., 2005) 
Psychiatric 
hospital 
(USA) 
Retrospectiv
e cohort 
III-3 Moderate   B B 
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• McShane et al. (1998) indicated that MMSE scores of physically aggressive participants were 
significantly lower than those that did not exhibit physical aggression (p=.003). This indicates 
that physically aggressive participants had significantly higher levels of cognitive impairment 
than non-physically aggressive participants. 
 
Bowie et al. (2001) did not report the individual contribution that cognitive functioning 
scores had as a predictor of violence in a simultaneous regression analysis. In 
addition, cognitive functioning scores did not emerge as a significant predictor of 
violence in a stepwise regression analysis. Given the specific nature of the sample 
investigated, and the lack of conclusiveness of these findings, the overall ratings of 
consistency were not impacted on. Consistency of findings for cognitive impairment 
as a risk factor for violence was rated ‘excellent’. 
Poor impulse control / impulsivity 
 
Two studies that met inclusion criteria identified poor impulse control / impulsivity as 
a risk factor for violence in mental health settings. Although one study was conducted 
among a sample of geriatric inpatients, one was conducted among a broad sample of 
psychiatric inpatients. The generalisability and applicability of these results was rated 
‘good’. 
 
 
Table 66.Studies identifying poor impulse control or impulsivity as a predictor for violence 
within healthcare settings 
Source Study setting Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Arango 
et al., 
1999) 
Psychiatric 
inpatient unit 
(Spain) 
Prospective 
cohort 
II High 
See 
note 
See note B B 
(Bowie 
et al., 
2001)* 
Geriatric 
psychiatric 
inpatients in 
psychiatric 
hospital 
(U.S.A) 
Retrospectiv
e cohort 
III-3 Moderate <.01 r2= 0.1369 C B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Arango et al. (1999) revealed that violent patients in the unit were rated as having significantly 
poorer impulse control (z=-4.12, p<.001) and significantly poorer control of aggressive 
impulses (z=-2.22, p<.05). 
• *Bowie et al. (2001) indicated that physical aggression against others was significantly 
positively related to ratings of impulse control (r=.37, p<.01). 
Homicidal ideation 
 
One study that meet the inclusion criteria for the review identified homicidal ideation 
as a risk factor for violence in a locked psychiatric inpatient unit. Study details are 
presented in the table below. 
 
Table 67.Studies that identify homicidal ideation as a predictor for physical violence within 
healthcare settings  
Source Study setting Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Lam et 
al., 2000)* 
Locked 
psychiatric 
inpatient unit 
(USA) 
Case-control III-3 Moderate <.05 τ =.10 C B 
* Studies that contributed to volume of evidence grading 
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Overview of study findings 
• *Lam et al. (2000) indicated that service-users who exhibited homicidal ideation at the time of 
admission were significantly more likely to cause staff injuries during their hospitalization (τ 
=.10, p<.05). Homicidal ideation at admission, however, did not significantly contribute to a 
logistic regression model that was conducted to predict staff injuries from service-users, using 
a range of demographic and historical factors as predictors. 
Irritability 
 
Four studies that meet the inclusion criteria for the review identified irritability as a 
risk factor for violence. All studies were conducted in inpatient psychiatric settings. 
The generalisabilty and applicability of these findings were rated as ‘good’. 
 
Table 68.Studies identifying irritability as a predictor for violence within healthcare settings 
Source 
Study 
setting 
Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Almvik & 
Woods, 
1998) 
Three acute 
psychiatric 
inpatient units 
 (Norway) 
Prospective 
cohort 
II High <.001 - B B 
(Bjorkdahl 
et al., 
2006) 
Acute 
psychiatric 
intensive care 
unit 
(Sweden) 
Retrospective 
cohort 
III-3 Moderate =.0005 
Hazzard 
ratio=6.27, 
(95%CI=2.23, 
17.6) 
B B 
(M. 
Krakowski 
& P. 
Czobor, 
2004a)* 
Two 
Psychiatric 
hospitals 
Prospective 
cohort 
II Low <.01 - B B 
(Krakowski 
et al., 
1999)* 
Two 
Psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low 
See 
note 
See note B B 
 
Notes: 
• Almvik and Woods (1998) indicated that significantly more violent, than non-violent patients 
were rated as being ‘irritable’ according to the BVC (χ2=90.146, df=1, p<.001). 
• An Extended Cox model reported in Bjorkdahl et al. (2006) revealed that BVC irritability was a 
significant predictor of violent incidents on the unit (Hazzard ratio = 6.27, 95%CI=2.23, 17.6, 
p=.0005) 
• *Krakowski and Czobor (2004a) reported that the frequency of physical assaults on the unit 
was related to ratings of service-user irritability as measured by the NOSIE irritability scale 
(F=11.42, df=1, 199, p<.01). 
• *Krakowski et al. (1999) compared NOSIE irritability scores between persistently violent, 
transiently violent, and non-violent participants. An ANOVA found a significant group effect for 
this variable (F=50.2, p<.001). The authors indicated that post-hoc Bonferroni corrected t-tests 
revealed that at baseline, non-violent participants had significantly less impairment on the 
NOSIE irritability factor than those in the transiently (p<.01) and persistently violent (p<.01) 
groups. 
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3.2.10. Child/adolescent specific risk factors 
 
Table 69. Child and adolescent specific risk factors for violence identified in the literature 
Risk factor Volume Consistency Generalisability Applicability 
FINAL 
GRADE 
Conduct disorder C A C B C 
Adjustment disorder B A B B B 
Delinquency D C B B D 
Carrying a weapon D C B B D 
History of school truancy B A B B B 
Smokes cigarettes D A B C D 
Living in a foster home C A B B C 
Machismo D A B B D 
 
Conduct disorder / conduct problems 
 
One study retrieved in the literature search identified DMS diagnosis of conduct 
disorder as a significant predictor of violence in a healthcare setting. This study was 
conducted in a U.S. adolescent psychiatric unit. As the unit specifically treated 
adolescent service-users, the generalisability of the study to triage services was 
rated as ‘satisfactory’. Applicability to Australian healthcare settings was rated as 
‘good’. Results pertaining to conduct disorder are presented in Table 88 below. 
 
 
Table 70.Studies that identify conduct disorder as a predictor for violence within healthcare 
settings 
Source Study setting Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Day et 
al., 1998)* 
Adolescent 
psychiatric unit 
(USA) 
Retrospective 
cohort 
III-3 Moderate =.0008 - C B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Day et al. (1998) reported that having a DSM diagnosis of conduct disorder was a significant 
predictor for violence on the unit (p=.0008). 
 
Adjustment disorder 
 
One study retrieved in the literature search identified diagnosis of adjustment  among 
Finnish birth cohort as predictive of violent crime . As the study was conducted in 
community settings, the generalisability of the study to triage services was rated as 
‘good’. Applicability to Australian healthcare settings was rated as ‘good’. Results of 
the study are presented in the table below. 
 
Table 71.Studies that identify afjustment disorder as a predictor for violence within community 
settings 
Source Study sample Design Level 
Bias 
risk 
p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Elonheimo et 
al., 2007)* 
Birth cohort 
(Finland) 
Prospective 
cohort 
II Low   B B 
* Studies that contributed to volume of evidence grading 
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Overview of study findings 
• *Elonheimo et al. (2007) reported that a logistic regression analysis controlling for parental 
education level in childhood (SES) identified adjustment disorder as a significant predictor of 
violent crime (OR=4.2, 95%CI=1.8, 9.8; χ2=10.6, df=1, p=.001 ) significant associations were 
found between the frequency of violent crime and diagnosis of adjustment disorder. The 
relationship between adjustment disorder and violent crime, however, was not significant 
when the influence of all crime types (drug, property, traffic, drink driving) was adjusted for in 
addition to adjustments made for parental education level in childhood (SES). 
 
While Elonheimo et al. found a significant relationship between delinquency and 
violent crimes, Stafford and Cornell (2003), in a prospective cohort study with a 
moderate level of bias, however, indicated that physical aggression perpetrated 
against staff (r=.02) and peers (r=.05) in an adolescent psychiatric unit did not 
correlate with measures of delinquent predisposition among service-users. No 
additional studies were retrieved in the literature search to clarify whether a 
relationship between delinquency and violence is found within other healthcare 
settings or is limited only to community settings. Due to the uncertainty surrounding 
this issue, the evidence found in the literature identifying delinquency as a risk factor 
for violence was deemed to have only a ‘satisfactory’ level of consistency. 
Delinquency 
 
One study retrieved in the literature search identified non-violent delinquent 
behaviour as predictive of violence in the community .Though conducted in a U.S. 
emergency department, the study measured past violence in the community among a 
sample of injured adolescents. Due to the focus on violence in community settings, 
the generalisability of the study was rated as ‘good’. Applicability to Australian 
healthcare settings was rated as ‘good’. Results of the study are presented in the 
table below. 
 
Table 72.Studies that identify delinquency as a predictor for violence within community 
settings 
Source Study sample Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Cunningham 
et al., 2006)* 
Injured 
adolescents 
presenting to 
ED 
(US) 
Cross-
sectional 
IV Moderate   B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *Cunningham et al. (2006) indicated that in a sample of adolescents presenting to a U.S. 
emergency department with injuries, participants who were judged to conduct non-violent 
delinquent behaviour were significantly more likely to have self-reported engaging in severe 
violence (OR=3.7, 95%CI=2.5, 5.0, p<.05). There was no significant relationship between non-
violent delinquent behaviour and self-reports of moderate levels of violence. 
 
Carrying a weapon 
 
One study retrieved in the literature search identified carrying a knife as predictive of 
violence in the community .Though conducted in a U.S. emergency department, the 
study measured past violence in the community among a sample of adolescents 
presenting with injuries. Due to the focus on violence in community settings, the 
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generalisability of the study was rated as ‘good’. Applicability to Australian healthcare 
settings was rated as ‘good’. Results of the study are presented in the table below. 
 
Table 73.Studies that identify carrying a weapon as a predictor for physical violence within 
community settings 
Source 
Study 
sample 
Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Cunningham 
et al., 2006)* 
Injured 
adolescents 
presenting to 
ED 
(US) 
Cross-
sectional 
IV Moderate 
Carrying 
a knife 
<.05 
Carrying a knife 
OR=12.55, 
(95%CI=1.54,102.16) 
B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *Cunningham et al. (2006) indicated that participants who reported to have carried a knife in 
the past year had significantly increased odds of reporting having committed severe violence 
in the past year (OR=12.55, 95%CI=1.54,102.16; p<.05). The relationship between carrying a 
knife and having committed a moderate level of violence in the past year was not significant. 
There was no relationship between self-reported gun carriage in the past year and self 
reported violence in the past year for either moderate level, or severe level violence. This 
result may be subject to bias as very few participants in the sample within the violent groups 
reported that they carried guns. 
 
Another study, Carvajal et al. (2002) revealed that among a sample of Latino and 
Caucasian adolescents in the U.S., that carrying a weapon in the past month led to 
increased odds of engaging in fighting with others (OR=1.67). Analysis of confidence 
intervals, however, indicated uncertainty regarding this result (95%CI=.89, 3.14). Due 
to the lack of a concrete evidence that weapon carriage increases the odds of 
violence in this study, and due the lack of additional studies in the literature that could 
clarify this issue, the evidence found in the literature identifying weapon carriage as a 
risk factor for violence was deemed to have only a ‘satisfactory’ level of consistency. 
History of school truancy 
 
Two studies retrieved in the literature search identified having a history of school 
truancy as a risk factor for violence within healthcare settings. The studies were 
conducted in psychiatric inpatient settings and were deemed to have a ‘good’ level of 
generalisability and applicability to Australian triage services. Of the two studies 
identified in the literature search, one, a prospective cohort study with a low level of 
bias risk contributed to the volume of evidence gradings. The results of both studies 
are presented in Table 92 below. 
 
Table 74.Studies that identify having a history of school truancy as a predictor for physical 
violence within healthcare settings 
Source 
Study 
setting 
Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(M. 
Krakowski 
& P. 
Czobor, 
2004a)* 
Two 
Psychiatric 
hospitals 
Prospective 
cohort 
II Low 
See 
note 
See note B B 
(M. I. 
Krakowski 
& P. 
Czobor, 
2004) 
Two 
psychiatric 
hospitals  
(USA) 
Prospective 
cohort 
II Moderate <.003 
OR=2.43 
(95%CI=1.4,8.5) 
B B 
* Studies that contributed to volume of evidence grading 
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Overview of study findings 
• *Krakowski and Czobor (2004a) indicated that a significantly greater proportion of male 
participants with a history of school truancy  were violent during their first 2 months of 
hospitalization than female participants with a history of school truancy (Wald’s χ2=9.46, df =1, 
p=.002, OR=2.89, 95%CI=1.47, 5.68). The authors did not investigate if school truancy was a 
risk factor for violence on the unit. The authors did, however, indicate that school truancy was 
a significant risk factor for community violence among the sample. As this analysis of 
community violence involved a specific sample of psychiatric service-users it was deemed not 
to contribute to the evidence grading for this risk factor as it fell outside of the scope of 
inclusion criteria for community-based studies. 
• Krakowski and Czobor (2004) indicated that participants who physically assaulted others 
during the first two months of hospitalization were more likely to have a history of school 
truancy than non-violent participants (χ2=9, p<.003, OR=2.43, 95%CI=1.4,8.5). 
Smokes cigarettes 
 
One study retrieved from the literature search identifying smoking cigarettes as a 
predictor for violence in community settings. Due to the focus on community violence, 
the results of this study were considered to have a ‘good’ level of generalisability to 
triage services. Given the high prevalence of smoking throughout the community and 
that no other research was found that explored the role between cigarette smoking 
and violence, the results of this study should not be generalized beyond adolescent 
populations. The study was conducted in an Icelandic school sample the study and 
was judged to have a ‘satisfactory’ level of applicability to Australian contexts. 
 
 
 
Table 75. Studies that identify smoking as a predictor for violence within community settings 
Source 
Study 
setting 
Design Level 
Bias 
risk 
p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Gudlaugsdottir et 
al., 2004)* 
School 
sample 
(Iceland) 
Cross-
sectional 
IV Low <.001 
See 
note 
B C 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *Gudlaugsdottir et al. (2004) reported that smoking was predictive of violence among a 
sample of Icelandic school children. Specifically Gudlaugsdottir identified that the frequency of 
lifetime cigarette smoking was significantly related to violence in both a bivariate (p<.001) and 
multivariate (p<.001) analysis. In the bivariate analysis, compared to students who had never 
smoked cigarettes those who had smoked between one and two (OR=1.59; 95%CI=1.3, 1.94), 
three and 39 (OR=2.50, 95%CI=2.09, 3.00), and 40 or more (OR=3.62, 95%CI=3.03, 4.31) 
cigarettes had increased odds for violence. In the multivariate analysis students who had 
smoked between three and 39 (OR=1.72, 95%CI=1.33, 2.22), or 40 or more cigarettes 
(OR=1.66, 95%CI=1.4, 2.24) had increased odds of violence. It was uncertain in the 
multivariate analysis if students who had smoked between one and two cigarettes had 
increased odds of violence (OR=1.26; 95%CI=.07,1.64). 
Living in a foster home 
 
One study retrieved in the literature search indentified among a cohort of psychiatric 
inpatients, that those living in a foster home had increased risks of assaulting others. 
As the study was conducted in psychiatric inpatient settings it was considered to 
have a ‘good’ level of generalisability and applicability to Australian triage settings. 
Results of this study are outlined in the following table. 
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Table 76.Studies that identify living in a foster home as a predictor for physical violence within 
healthcare settings 
Source Study sample Design Level 
Bias 
risk 
p Effect size 
Generalis 
ability 
Applic 
ability 
(M. I. 
Krakowski & 
P. Czobor, 
2004)* 
Two 
psychiatric 
hospitals  
(USA) 
Prospective 
cohort 
II 
Moder
ate 
=/007 
OR=3.45 
(95%CI=1.4, 
8.5) 
B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *Krakowski, & Czobor (2004) identified that participants who lived in a foster home had 
increased likelihood of assaulting a patient or staff member within their first two months of 
hospitalization (χ2=7.17 OR=3.45; 95%CI=1.4, 8.5; p=.007). 
 
Machismo 
 
One study retrieved in the literature search indentified that among a U.K. school 
sample, machismo among adolescents was a risk factor for violent behaviour. 
Machismo, as measured in the study related to embarrassment over backing down in 
response to threat, justifying violent behaviour in response to threat and attack, 
perceiving violence as a part of being male and strong, and associating weakness 
with fear and non-violence. As the study concerned violence in the community it was 
considered to have a ‘good’ level of generalisability to triage settings. The study was 
judged to have a ‘good’ level of applicability to the Australian context. Results of this 
study are outlined in the following table. 
 
 
Table 77.Studies that identify maschismo as a predictor for physical violence within 
community settings 
Source 
Study 
sample 
Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Walker, 
2005)* 
School 
sample 
(UK) 
Cross-
sectional 
IV Moderate 
Among males 
p<.001 
 
Among females 
p<.001 
- B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *Walker (2005) indicated that among a sample of adolescents across 10 schools in the UK, 
items related to violence were significantly correlated with measures of Machismo for both 
males (p<.001) and females (p<.001).  
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3.2.11. Warning signs 
 
 Table 78.Observable behaviours identified as risk factors for violence in the literature 
Risk factor Volume Consistency Generalisability Applicability 
FINAL 
GRADE 
Verbal abuse / verbal 
aggression 
C A B A C 
Physical violence 
directed towards objects 
/ property damage 
C B B A C 
Threats of violence C D B B C 
Lack of cooperativeness A A B B A 
Intrusion into personal 
space 
D C C B D 
Boisterousness D A B B D 
Self-harm C C C B C 
 
Verbal abuse / verbal aggression 
 
Overall, six studies that identified verbal abuse or aggression survived the sifting and 
sorting process and were included in the review. The highest ranked study, a 
prospective cohort study with low risk of bias conducted by Krakowski et al. (1999), 
could not be included. Krakowski et al. (1999) found that among a sample of patients 
with schizophrenia, significant differences in the verbal aggressiveness of non-violent 
participants compared with persistently and transiently violent participants were 
found. This difference was noted during the ‘early’ period of the study (the initial 10-
day period) as well as the ‘late’ period (the final 18-days of the study period). The 
authors, however, did not conduct post-hoc analyses and consequently, it is 
uncertain where significant differences between the three groups lie. Due to this 
uncertainty, it was decided that this paper should not contribute to the final evidence 
grading for this risk factor. 
 
Three studies, one prospective cohort study (Ehmann et al., 2001), one case-control 
study (Cheung et al., 1997) and one retrospective cohort study (Bowers, Allan et al., 
2007) contributed to the evidence grade for this risk factor. Studies were judged to 
contain a moderate risk of bias. Subsequently, literature identifying verbal abuse / 
verbal aggression as a risk factor for violence was considered to have a ‘satisfactory’ 
volume of evidence. 
 
As studies contributing to the evidence grading were mainly conducted in inpatient 
mental health facilities, the generalisability of this evidence was judged to be good. 
One paper, written by Cheung et al. (1997) was conducted in an psychiatric inpatient 
unit in Australia. The presence of this study and the consistency of results across the 
literature identified in the search meant that the findings reported here were 
considered to be directly applicable to the Australian healthcare context and were 
judged to have an excellent degree of applicability. 
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Table 79.Studies that identify verbal abuse or aggression as a predictor for physical violence 
within healthcare settings 
Source 
Study 
setting 
Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Bowers, 
Allan et 
al., 2007)* 
Acute 
inpatient 
psychiatric 
ward 
(UK) 
Multi-
method 
longitudin
al 
(retrospec
tive) 
III-3 Moderate See note 
IRR=1.60 
(CI=1.21,2.13) 
B B 
(Cheung 
et al., 
1997)* 
Psychiatric 
inpatient unit 
(Australia) 
Case-
control 
III-3 Moderate 
Before onset 
of illness 
p<.05 
 
During 
inpatient 
admission 
p<.001 
 
During 
outpatient 
admission 
p<.001 
- B A 
(Ehmann 
et al., 
2001)* 
Locked 
psychiatric 
facility 
(USA) 
Prospectiv
e cohort 
II Moderate 
During first 4 
weeks of 
hospitalisatio
n 
p<.001 
During first 4 
weeks of 
hospitalisation 
r2 =.2304 
C B 
(Krakowsk
i et al., 
1999) 
Two 
Psychiatric 
hospitals 
(USA) 
Prospectiv
e cohort 
II Low 
‘Early’ portion 
of study 
period 
p<.001 
 
‘Late’ portion 
of study 
period 
p<001 
- B B 
(McShane 
et al., 
1998) 
Home care 
for people 
with 
dementia 
(UK) 
Prospectiv
e cohort 
II High <.01 - C B 
(Sjostrom, 
Eder, 
Malm, & 
Beskow, 
2001) 
Psychiatric 
inpatient unit 
(Sweden) 
Cross-
sectional 
IV High See note See note B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• A Poisson regression model reported in Bowers et al. (2007) revealed that frequency of 
physical aggression was significantly positively associated with Increases in one week lag in 
male admissions, absconding, total staff absence and vacancy, in addition to verbal 
aggression (adj r2=0.04, p<0.0005). Incident rate ratios for verbal aggression in this model are 
reported in table 97 above. Verbal aggression was not associated with serious aggressive 
incidents that required medical treatment or resulted in death. 
• *Cheung et al (1997), indicated that among service-users with schizophrenia, those in the 
aggressive group had higher ratings of verbal aggression before the onset of schizophrenia, 
during their previous inpatient admission and during their previous outpatient treatment. 
• *Ehmann et al. (2001) indicated that assaults did not correlate with verbal aggression over the 
2-year study period. Assaults were significantly positively correlated with verbal aggression 
during the first four weeks of hospitalization (r=.49, p<.001). The authors report that this 
indicates that the relationship between assault and verbal assault may decline over the 
hospitalization period. 
• Krakowski et al. (1999) found that among a sample of patients with schizophrenia, significant 
differences in the verbal aggressiveness of non-violent participants compared with persistently 
and transiently violent participants were found. This difference was noted during the ‘early’ 
period of the study (the initial 10-day period) as well as the ‘late’ period (the final 18-days of 
the study period). However, as the authors did not conduct post-hoc analyses, we cannot be 
certain where the difference lies between the non-violent, transiently violent and persistently 
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violent groups. Due to this uncertainty, this paper did not contribute to the final evidence 
grading for this risk factor. 
• McShane et al. (1998) reported that among the sample, home-care patients who were 
physically aggressive were more likely to be verbally aggressive (Fishers exact test, p<.001).  
• Sjostrom et al. (2001) revealed that among participants in the study, the Social Dysfunction 
Aggression Scale (SDAS-9) revealed that directed verbal aggressiveness was a significant 
predictor of violence towards staff (OR=1.92, p=.04) and violence towards others apart from 
staff (OR=2.53, p=.03). Although the authors indicate that non-directed verbal aggressiveness 
was also a significant predictor of violence towards others apart from staff, an examination of 
the odds ratio indicates that those who committed non-directed verbal aggression were 
actually less likely to be violent (OR=0.43). The authors did not provide any explanation for 
this discrepancy. 
 
Physical violence directed towards objects / property damage 
 
The literature search found five studies that identified physical violence directed 
towards objects / deliberate property damage as a risk factor for physical assaults 
against others. Three of these studies contributed to the evidence gradings. One 
prospective cohort (Ehmann et al., 2001), one case-control study (Cheung et al., 
1997), and one retrospective cohort study (Bowers, Jeffery et al., 2007) contributed 
to this grading. Studies ranged between levels II and III and were all deemed to be of 
moderate bias risk. Subsequently, the overall volume of evidence for this risk factor 
was judged to be ‘satisfactory’. 
 
All studies found were conducted within inpatient mental health facilities. Among 
those that contributed to the evidence grading, one was conducted in a locked 
psychiatric facility (Ehmann et al., 2001), while  two studies were conducted in acute 
inpatient psychiatric units (Bowers, Allan et al., 2007; Cheung et al., 1997). Due to 
these two studies, the generalisability of this risk factor was judged to be ‘good’. One 
paper, written by Cheung et al. (1997) was conducted in an psychiatric inpatient unit 
in Australia. Since the consistency of results across the literature were acceptable, 
the findings reported here were considered to be directly applicable to the Australian 
healthcare context and were thus judged to have an excellent degree of applicability. 
 
 
Table 80.Studies that identify physical violence directed towards objects / property damage as 
a predictor for physical violence within healthcare settings 
Source 
Study 
setting 
Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Almvik & 
Woods, 
1998) 
Three acute 
psychiatric 
inpatient 
units 
 (Norway) 
Prospective 
cohort 
II High <.001 - B B 
(Bowers, 
Allan et al., 
2007)* 
Acute 
inpatient 
psychiatric 
ward 
(UK) 
Multi-method 
longitudinal 
(retrospective) 
III-3 Moderate =0.029 r2 =.02 B B 
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(Cheung et 
al., 1997)* 
Psychiatric 
inpatient unit 
(Australia) 
Case-control III-3 Moderate 
Before 
onset of 
illness 
p<.01 
 
During 
inpatient 
admission 
p<.001 
 
During 
outpatient 
admission 
p<.05 
- B A 
(Ehmann et 
al., 2001)* 
Locked 
psychiatric 
facility 
(USA) 
Prospective 
cohort 
II Moderate <.0001 r2=.0196 C B 
(Sjostrom et 
al., 2001) 
Psychiatric 
inpatient unit 
(Sweden) 
Cross-
sectional 
IV High 
Violence 
towards 
staff 
p=.02 
 
Violence 
towards 
others apart 
from staff 
p=.001 
Violence 
towards 
staff 
(OR=1.82) 
 
Violence 
towards 
others apart 
from staff 
(OR=2.62) 
B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Almvik and Woods (1998) reported that a significantly greater number of violent participants 
were rated as being verbally threatening when compared with the non-violent group (χ2=70, 
df=1, p <.001). 
• *Bowers et al. (2007), reported a Poisson regression model that revealed that property 
damage was significantly associated with serious aggressive incidents that required medical 
care or resulted in death(r2=.02, p=.029). A Poisson regression of all aggressive incidents did 
not, however, identify property damage as a significant predictor. The authors did not explain 
this discrepancy. 
• *Cheung et al. (1997) compared physically violent service-users with schizophrenia with non-
violent service-users with schizophrenia. This comparison revealed that violent participants 
had significantly higher levels of aggression directed at property than non-violent participants 
before the onset of schizophrenia (p<.01), during their previous inpatient admission (p<.001) 
and during their previous outpatient treatment (p<.05). 
• * Ehmann et al. (2001), in a prospective cohort study, identified that assaults were significantly 
positively correlated with ratings of service-user aggression towards objects (r2=.0196, 
p<.0001). 
• Sjostrom et al. (2001) reported that items on The Social Dysfunction Aggression Scale 
(SDAS-9) that measured violence towards objects were predictive of violence towards staff 
members (OR=1.82, p=.02 in addition to violence towards others apart from staff (OR=2.62, 
p=.001). 
 
There was one inconsistency in the findings. In a Poisson regression predicting 
serious adverse incidents that required medical care or resulted in death, Bowers et 
al. (2007) revealed that property damage was significantly associated with serious 
aggressive incidents. On the other hand, a subsequent Poisson regression of all 
aggressive incidents did not identify property damage as a significant predictor. The 
authors did not explain this discrepancy. As no methodological flaw could be 
identified that could lead to this result, and because this finding was not present in 
any other study identified by the literature such a finding was not reported in other 
studies, this finding may have been unique to the sample included in Bowers et al. 
(2007). Another explanation is that property violence is very salient and may draw 
attention of nursing interventions that could prevent escalation to physical attacks 
against others. The severity of physical violence observed against others in incidents 
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related to object violence would be subject to ward procedures and nursing 
interventions used on each unit and the types of service users in the unit. 
 
Threats of violence 
 
Three studies identified threats of violence as a predictor for incidents of physical 
violence within healthcare settings. Threats of violence reported inthis section refer to 
verbal, as well as physical threats of violence. The results of these studies are 
described in table 99 below. Only one study, Bjorkdahl et al. (2006) contributed to 
evidence gradings. As this study took place in acute psychiatric inpatient settings, the 
generalisability and applicability of threats of violence as a risk factor actual incidents 
of violence was rated as ‘good’.  
 
Table 81.Studies identifying threats of violence as a predictor for incidents of physical violence 
within a healthcare setting 
Source 
Study 
setting 
Design Level Bias risk p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Almvik & 
Woods, 
1998) 
Three acute 
psychiatric 
inpatient 
units 
 (Norway) 
Prospective 
cohort 
II High 
Verbal threats 
p<.001 
 
Physical threats 
p<.01 
- B B 
(Bjorkdahl, 
Olsson, & 
Palmstierna
, 2006)* 
Acute 
psychiatric 
intensive 
care unit 
(Sweden) 
Retrospective 
cohort 
III-3 Moderate 
Verbal threats 
p=.00046 
Hazard 
ratio = 
3.00 
(CI=1.62,
5.56) 
B B 
(Crowner, 
Peric, 
Stepcic, & 
Lee, 2005) 
Specialized 
psychiatric 
ward 
containing 
assaultive 
patients from 
other wards 
(USA) 
Retrospective 
cohort 
III-3 High See note - C B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• As indicated, Almvik & Woods (1998) reported that violent service users were rated as being 
significantly more verbally threatening (χ2=70.350, df=1, p<.001) than non-violent patients. 
The authors also indicated that more violent service-users were rated as being and physically 
threatening (χ2=44.061, df=1, p<.001) than those in the non-violent group. 
• *Bjorkdahl et al. (2006), in an extended Cox model, revealed that verbal threats were 
predictive of physical violence on the ward (Hazard ratio = 3.0, 95%CI= 1.62, 5.56, p=.00046). 
Physical threats were not predictive of violence on the ward, however (Hazzard ratio = 3.37, 
95%CI=.342, 33.2, p=.3) 
• Crowner et al. (2005) analyzed a series of videotaped assaults to identify cues that occur prior 
to violence. The authors indicated that threatening (verbal & physical) and intrusive behavior 
was predictive of assault (χ2=184.1, df=1, p<.0001). A comparison of all video segments with 
threatening cues revealed that the number of assailants and victims who used threatening 
cues was not statistically significant.  
 
As indicated above, the findings of Almvik and Woods (1998) and Crowner et al. 
revealed that both verbal and physical threats were related to actual incidents of 
violence. The results of Bjorkdahl et al. (2006) agreed with the predictive role of 
verbal threats, but not that of physical threats in predicting actual incidents of 
violence. This disparity is likely explained by the different statistical analyses used in 
each study. Bjorkdahl et al. (2006) indicated that physical threats were not predictive 
of violence in a regression model, but Almvik and Woods simply indicated that more 
violent service-users were physically threatening than those in the non-violent group. 
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As Crowner et al. (2005) combined physical and verbal threats into a single measure, 
the results of this paper cannot be used to provide clarification. More research is 
needed to confidently explain these inconsistencies. The results of Crowner et al. 
(2005) indicate that the effect of threatening behaviour may not always be 
straightforward - threatening behaviour was conducted by perpetrators and victims of 
violence and indicates that the outcomes of threatening behaviour are highly 
situational. Due to these issues, the consistently of threatening behavior as a risk 
factor for violence was rated as ‘poor’.  
Lack of cooperativeness 
 
Four studies found in the literature search identified lack of cooperativeness in 
service-users as a risk factor for violence in healthcare settings. Of these, three low 
bias prospective cohort studies contributed to the final evidence grade presented in 
table 96 above. One study, Arango et al. (1999) did not contribute to this grade as it 
was deemed to have a high risk of violence. As all four studies were conducted in 
inpatient mental health settings, the generalisability and applicability of this risk factor 
was rated as ‘good’. Studies are outlined in the table below. 
 
Table 82.Studies that identify lack of cooperativeness as a predictor for violence within 
healthcare settings 
Source Study setting Design Level 
Bias 
risk 
p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Arango et al., 
1999) 
Psychiatric 
inpatient unit 
(Spain) 
Prospective 
cohort 
II High <.001 - B B 
(Krakowski & 
Czobor, 1997)* 
Two psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low <.01 - B B 
(M. Krakowski 
& P. Czobor, 
2004a)* 
Two 
Psychiatric 
hospitals 
Prospective 
cohort 
II Low <.01 - B B 
(Krakowski et 
al., 1999)* 
Two 
Psychiatric 
hospitals 
(USA) 
Prospective 
cohort 
II Low 
See 
note 
- B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Arango et al (1999) indicated that statistically significant differences existed between the 
violent group and the non-violent group on items on the PANSS general psychopathology 
scale that measure uncooperativeness (z=-4.16,p<.001). 
• *Krakowski and Czobor (1997) indicate that at baseline, violent service-users had significantly 
higher scores on the NOSIE routine subscale than non violent-service users (F=6.63, df=97, 
p<.01). This indicates that violent service-users had poorer compliance with ward routines, 
rules and regulations. 
• *Krakowski and Czobor (2004a) indicated that after the first 2 months of hospitalization, 
among those who commited violence, the frequency of physical assault was significantly 
related to scores on the NOSIE routine scale (p< .01). This indicates that service-users that 
are less compliant with ward routine, rules and regulations commit more frequent physical 
assaults against others.  
• *Krakowski et al (1999) found significant group differences when comparing NOSIE routine 
subscale scores between persistently violent, transiently violent, and non-violent service users 
at baseline and endpoint (F=5.02, p=.008). in a series of post-hoc Bonferroni corrected t tests, 
the authors indicated that at baseline measure, persistently violent service-users (p<.05) and 
transiently violent service-users (p<.05) had significantly greater difference in their capacity to 
follow ward routines, rules and regulations as measured by the NOSIE Routine subscale. At 
baseline, persistently violent service users did not significantly differ from transiently violent 
service users on this scale. Endpoint comparisons from this paper are not discussed in this 
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report as they do not aid the early identification of violence and were deemed to be irrelevant 
to the aims of the systematic review. 
 
Intrusion into personal space 
 
One study was found in the literature search that identified intrusion into the personal 
space of others as a risk factor for physical assaults against others. Generalisability 
to triage settings was ‘satisfactory’ because the study was conducted in a specialized 
psychiatric ward that mainly contained assaultive service-users. The findings of this 
study may not be generalisable to all service users. The results of this study are  
described in table 101.   
 
Table 83.Studies that identify intrusion into personal space as a predictor for physical violence 
against others within healthcare settings 
Source Study setting Design Level 
Bias 
risk 
p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Crowner 
et al., 
2005) 
Specialized 
psychiatric 
ward 
containing 
assaultive 
patients from 
other wards 
(USA) 
Retrospective 
cohort 
III-3 High 
See 
note 
See note C B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Crowner et al. (2005) analyzed a series of videotaped assaults to identify cues that occur prior 
to violence. The authors indicated that threatening (verbal & physical) and intrusive behavior 
was predictive of assault (χ2=184.1, df=1, p<.0001). A comparison of all video segments with 
intrusive cues revealed that the number of assailants and victims who displayed intrusive cues 
was not statistically significant.  
 
Though only one study was found in the literature search that analysed the effect of 
intruding into the personal space of others on physical assaults, the findings were not 
consistent within this paper. The authors combined threatening and intrusive 
behaviour into one variable when assessing the predictive values of these cues. As 
such we cannot say that intrusive behaviour is predictive of violence in absence of 
threatening behaviour. In addition, the authors indicated that there was no significant 
difference between perpetrator and victims of assaults in regards to intruding into the 
personal space of others. This indicates that those who display intrusive cues may 
either be assailants or victims of assault. The effect of intrusion into the space of 
others of physical assault may therefore be highly situational. The consistency of this 
risk factor in the literature was rated as ‘satisfactory’.  
Boisterousness 
 
Only one study identified boisterousness as a predictor for violence on the unit 
(Almvik & Woods, 1998). While the literature search did not identify studies that 
contradicted the findings, this study was considered to have high risk of bias primarily 
due to the unclear operational definition for ‘violence’, the studies’ use of violent 
incident reports to determine violence group status and the low number of violent 
service-users on the unit during the study period (n=12). Generalisability and 
applicability were rated ‘good’ as the study took place in acute psychiatric inpatient 
settings. The results of the study are described in the table below. 
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Table 84.Studies that identify physical violence directed towards objects / property damage as 
a predictor for physical violence within healthcare settings 
Source Study setting Design Level 
Bias 
risk 
p 
Effect 
size 
Generalis 
ability 
Applic 
ability 
(Almvik & 
Woods, 
1998)* 
Three acute 
psychiatric 
inpatient units 
 (Norway) 
Prospective 
cohort 
II High <.001 - B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• *Almvik and Woods (1998) reported that a significantly greater number of violent participants 
were rated as being boisterous when compared with the non-violent group (χ2=118.708, df=1, 
p <.001). 
 
Self-harm 
 
One study was found in the literature that identified self-harm as a risk factor for 
physical violence against others in healthcare settings. As the study was conducted 
in a locked psychiatric facility, which may have contained service-users with 
specialized treatment needs, the study’s generalisability to triage settings was rated 
‘satisfactory’. The results of the study are described below. 
 
Table 85.Studies that identify acts of harm directed towards the self as a predictor for physical 
violence against others within healthcare settings 
Source 
Study 
setting 
Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Ehmann 
et al., 
2001)* 
Locked 
psychiatric 
facility 
(USA) 
Prospective 
cohort 
II Moderate 
Over 2-year 
study period 
p<.0001 
 
During first 4 
weeks of study 
p=.002 
 
Over 2-year 
study period 
r2=0.0576 
 
During first 4 
weeks of study 
r2=0.16 
 
C B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Ehmann et al. (2001) indicated that incidents of physical assault against others were 
significantly positively correlated with acts of self-harm in the facility over the two year study 
period (r=.24; p<.0001). The relationship between self-harm and assault was also present 
during the first four weeks of the study (r=.40, p=.002). As this relationship was stronger 
during the first four weeks of the study than over the entire two-year study period, the authors 
suggest that the relationship between self-harm and physical assault against others may 
decline over the course of admission. The authors indicated, however, that the prevalence of 
lifetime self-harm was not significantly greater in violent participants, than in non-violent 
participants (t=1.70; df=76; p=.11). 
 
There was some inconsistency in the findings that ratings of self-harm and assault 
were significantly positively correlated over the two year study period, and the first 
four weeks of the study. An Australian case-control study, conducted Cheung et al. 
(1997) found that among a sample of people with schizophrenia, that during an 
inpatient admission,  there were no significant differences in the ratings of self-
aggression between service-users in the physically aggressive, or non-physically 
aggressive group. In addition, no differences were found between these groups in 
ratings of self-aggression before their onset of schizophrenia, or during their 
outpatient treatment. Differences in the findings between the two studies may have 
arisen due differences in the way studies measured physical assault against others. 
In regards to the analysis reported in the table above, Ehmann et al. (2001) 
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correlated the frequency of assaults with ratings of self harm, whereas Cheung et al. 
(1997) compared ratings of self harm between violent and non-violent service-user 
groups. In the latter methods, multiple incidents by the same service-user will not be 
counted separately. Due to the differences in measurement the findings of each 
study cannot be said to directly contradict each other. One retrospective cohort 
study, Steinert et al. (1999), however, indicated that self-aggression and suicidal 
behavior was not significantly correlated with MOAS severity of aggression against 
others. This study was judged to have a high level bias.  
 
More research is needed to clarify inconsistencies in the findings. As there was 
genuine uncertainty regarding the consistency of these findings, consistency for self-
harm as a risk factor for violence against was rated as ‘satisfactory’. 
 
3.2.12. Staff risk factors 
 
Table 86. Staff risk factors observable behaviours identified as risk factors for violence 
Risk factor Volume Consistency Generalisability Applicability 
FINAL 
GRADE 
Staff working in isolation 
from other staff 
D A B B D 
Poor rapport with service-
user 
D A B B D 
 
Staff working in isolation from other staff 
 
One study was retrieved in the literature search that identified healthcare staff 
working in isolation from other staff as a significant risk factor for being the victim of 
an assault in inpatient settings. The study was conducted in a U.S. psychiatric 
hospital and was judged to have a ‘good’ level of generalisability and applicability to 
Australian triage settings. 
 
Table 87.Studies that identify staff working in isolation from other staff as a predictor for 
physical violence within healthcare settings 
Source Study setting Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Bensley 
et al., 
1997)* 
Psychiatric 
hospital 
(USA) 
Cross-
sectional 
IV Moderate 
See 
note 
See note B B 
* Studies that contributed to volume of evidence grading 
 
 
Overview of study findings 
• Bensley et al. (1997) indicated that working in isolation from other staff members was 
significantly positively correlated with being the victim of physical violence from others. 
Specifically, the authors indicated that working out of sight of other employees, working out 
the hearing range of other employees, or being the only employee on ward was significantly 
correlated with past year frequency and severity of assaults. The authors indicated that these 
correlations were significant (all p<.03) and had a positive direction (r’s ranged from .19 to .34, 
all ps <.03). The authors did not, however, report the specific results of each of the three 
correlations separately. Multiple regression analysis revealed that working in isolation from 
other employees was a significant predictor of the most severe assault received in the past 
year (β=.33, p<.0001), the number of assaults received in the past year (β=/27, p<.01), the 
most severe assault received during total employment (β=.30, p<.0001), and the total number 
of assaults received throughout employment (β=.30, p<.01). 
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Poor rapport with service-user 
 
One study was retrieved in the literature search that identified having poor rapport 
with service-users as a significant risk factor for service-user violence in inpatient 
settings. The study was conducted in a psychiatric inpatient setting and was judged 
to have a ‘good’ level of generalisability and applicability to Australian triage settings. 
 
Table 88.Studies that identify poor rapport with service users as a predictor for physical 
violence within healthcare settings 
Source Study setting Design Level Bias risk p Effect size 
Generalis 
ability 
Applic 
ability 
(Arango et 
al., 1999)* 
Psychiatric 
inpatient unit 
(Spain) 
Prospective 
cohort 
II High <.01 - B B 
* Studies that contributed to volume of evidence grading 
 
Overview of study findings 
• Arango et al. (1999) indicated that violent participants in the sample were rated as having 
significantly higher poor rapport scores compared with non-violent participants (z=-3.12, 
p<.01). 
 
 89 
3.3 Excluded studies 
 
The following tables describe studies screened for retrieval that were thematically 
related to violence risk assessment, but were not included in the final studies 
because they did not meet eligibility criteria or pass quality appraisal standards. The 
study design, evidence level and reasons for exclusion for each study are described. 
The reasons for exclusion presented in each table are not intended to be exhaustive. 
 
3.3.1 Studies related to violence in the emergency department 
 
Table 89. Studies related to violence in the emergency department  
Source Design Level Reasons for exclusion 
(Bacaner, Kinney, Biros, 
Bochert, & Casuto, 
2002) 
Cross-sectional IV 
• Study outcome measure used was a measure of 
trait aggression – study did not measure specific 
incidents of violence. 
(Crilly, Chaboyer, & 
Creedy, 2004) 
Prospective 
cohort 
II • No statistical tests of association or difference 
reported – study reports descriptive data only 
(Fernandes et al., 1999) Cross-sectional IV • No statistical tests of association or difference 
reported – study reports descriptive data only 
(Knott, Bennett, Rawet, 
& Taylor, 2005) 
Cross-sectional IV 
• Study evaluated precipitants, characteristics, and 
outcomes of unarmed threats (Code Greys). Code 
Greys were called in response to verbal threats and 
abuse, risks for self-harm and for physical violence 
against others – the study did not specifically 
measure incidents of physical assault. 
• Study analyses did not identify specific risk factors 
for physical violence in the ED. 
(Levin, Hewitt, & Misner, 
1998) 
Focus groups n.a. • Qualitative methodology 
(Luck, Jackson, & Usher, 
2007) 
Mixed methods 
case study 
n.a. 
• Qualitative methodology 
• Study definition of ‘violence’ did not differentiate 
between property violence, verbal abuse, 
threatening language, abusive language, and 
physical violence directed towards others 
(Lyneham, 2000) Cross-sectional IV • No statistical tests of association or difference 
reported – study reports descriptive data only 
(May & Grubbs, 2002) Cross-sectional IV 
• Study compared frequency of violence received 
across 3 different groups of nurses at medical 
centre (ED, ICU, floor nurses). The study did not 
aim to elucidate violence risk markers 
(Mayer, Smith, King, 
Orlando, & Fla, 1999) 
Cross-sectional IV • Study does not report inferential statistics specific to 
data on physical assaults 
(Santiago, Tunik, Foltin, 
& Mojica, 2006) 
Prospective 
cohort 
II 
• Outcome measure was ‘dangerous behavior’, which 
included threatening behaviour and elopement 
attempts - no specific analyses of physical 
aggression alone conducted 
• Study conducted in pediatric emergency department 
– sample was a mixture of children and adolescents 
(Winstanley & 
Whittington, 2002) 
Cross-sectional IV 
• Study defined aggressive incidents as verbal, or non 
verbal threats, in addition to physical aggression – 
study analyses did not indentify risk markers 
specific to physical aggression 
(Zernike & Sharpe) Cross-sectional IV • No statistical tests of association or difference 
reported – study reports descriptive data only 
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3.3.2 Studies related to violence in non mental healthcare settings other 
than the emergency department 
 
Table 90. Studies related to violence in non mental healthcare settings other than the 
emergency department 
Source Design Level Reasons for exclusion 
(Anderson, 2002) Cross-sectional IV 
• Study involved survey of group of nurses regarding 
workplace violence events. Analyses did not 
distinguish between violence perpetrated by 
service-users and violence perpetrated by other 
clinicians 
(Gerberich et al., 2004) Cross-sectional IV • Study did not report risk factors relevant for 
inclusion in the review 
(Gerberich et al., 2005) Case-control III-3 
• Study outcome measure, ‘physical assault’ included 
sexual assaults, as well as non-sexual physical 
assaults – non-sexual physical assaults were not 
analyzed separately 
• Quality issues 
(Jackson & Ashley, 
2005) 
Cross-sectional IV 
• Study did not distinguish between assaults 
perpetrated by service-users, other staff, and the 
general public 
• Study included assaults in all circumstances related 
to work (i.e. during commuting to and from work) as 
‘workplace’ violence. Assaults occurring inside work 
grounds were not analysed separately from those 
that may have occurred outside of work grounds. 
(Kling et al., 2006) 
Mixed methods 
(case-control + 
focus groups) 
III-3 
• Study examined the use and effectiveness of a 
violence assessment form at an acute care hospital. 
The study did not aim to elucidate specific violence 
risk markers 
(Kwok et al., 2006) Cross-sectional IV 
• Study compared prevalence and nature of violence 
received by different groups of nurses at a university 
teaching hospital. The study did not aim to elucidate 
violence risk markers  
(Little, 1999) Cross-sectional IV • Quality issues 
(Lynch, Appelboam, & 
McQuillan, 2003) 
Cross-sectional IV • No statistical tests of association or difference 
reported – study reports descriptive data only 
(Yassi, Tate, Cooper, 
Jenkins, & Trottier, 
1998) 
Cross-sectional IV • No statistical tests of association or difference 
reported – study reports descriptive data only 
 
3.3.3 Studies related to violence in adolescent psychiatric inpatient units 
 
Table 91. Studies related to violence in adolescent psychiatric inpatient units 
Source Design Level Reasons for exclusion 
(Askenazy et al., 2003) Cross-sectional IV • No tests of association or difference conducted – 
study reports descriptive data only 
(Barton, Rey, Simpson, 
& Denshire, 2001) 
Cross-sectional IV 
• Study sample not relevant to the systematic review 
– sample included a mixture of residential, day-
patient and outpatients. 
• Study sample included children (<13), 
adolescents(13-17), and adults (>18) – study did not 
analyze each group separately 
(Becker & Grilo, 2007) Cross-sectional IV • Study outcome measure was trait aggression, not 
actual incidents of assaultive behaviour. 
(Dolan & Rennie, 2006) 
Retrospective 
cohort 
III-3 
• Study sample not relevant to the systematic review 
– sample includes a mixture of service-users from a 
secure care unit and a sample of adolescents from 
a prison population – study analyses were not 
carried out for inpatients to the exclusion of 
prisoners 
(Kirkcaldy, Brown, & 
Siefen, 2006) 
Retrospective 
cohort 
III-3 
• Outcome measure of violence was combination of 
violence against animals, objects, other disruptive 
behaviour and physical assaults against persons - 
no specific analyses of physical assault alone 
conducted 
(Knox, Carey, & Kim, 
2003) 
Cross-sectional IV • Study outcome measure was trait aggression, not 
actual incidents of assaultive behaviour. 
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(Minarik, Myatt, & 
Mitrushina, 1997) 
Cross-sectional IV 
• Study compared Multiphase Personality Inventory 
profiles between service users considered at risk to 
others, compared to those considered at risk to self 
- the study did not aim to elucidate risk markers to 
predict violent incidents that occurred on units 
(Ryan, Hart, Messick, 
Aaron, & Burnette, 2004) 
Prospective 
cohort 
II 
• Study sample included 6 – 17 year olds – according 
to review criteria, study included children and 
adolescents – adolescents in the sample were not 
analyzed separately from younger children 
(Shoval et al., 2007) 
Retrospective 
cohort 
III-3 
• Outcome measure of aggression was total OAS 
score – composite of different types of aggression 
(i.e. verbal  aggression, physical aggression against 
objects, physical aggression against self, physical 
aggression against persons - no separate analyses 
of physical aggression against other people 
conducted 
 
3.3.4 Studies related to violence in adult psychiatric inpatient units 
 
 
Table 92. Studies related to violence in adult psychiatric inpatient units 
Source Design Level Reasons for exclusion 
(Abderhalden et al., 
2004) 
Prospective cohort II 
• Study tested violence risk assessment instrument 
within psychiatric inpatient setting. Study did not 
analyze factors or subscales within the instrument 
that would allow for the identification of specific 
violence risk factors 
(Abderhalden et al., 
2006) 
Prospective cohort II 
• Study aimed to test the accuracy of combining 
subjective clinical judgement with a actuarial 
violence risk assessment tool - the study did not 
identify violence risk markers 
(Abeyasinghe & 
Jayasekera, 2003) 
Cross-sectional IV 
• Outcome measure of violence was combination of 
violence against objects and physical assaults 
against persons - no specific analyses of physical 
assault alone conducted 
(Almvik & Woods, 1999) Prospective cohort II • Same study presented in Almvik & Woods (1998) – 
duplication of results 
(Ballerini et al., 2007) Cross-sectional IV 
• Outcome measure of aggression was total MOAS 
score – composite of different types of aggression 
(e.g. physical, verbal etc.) - no specific analyses of 
physical aggression alone conducted 
(Barlow, Grenyer, & 
Ilkiw-Lavalle, 2000) 
Prospective cohort II 
• Outcome measure, ‘aggressive incidents’ included 
both verbal and physical aggression - no specific 
analyses of physical aggression alone conducted 
(Beauford, McNiel, & 
Binder, 1997) 
Prospective cohort II 
• No specific analyses of physical aggression alone 
conducted - study analysis of outcome measures 
concern a combination of fear-inducing behaviour 
(verbal aggression, object aggression) and physical 
assault. 
(Bjorkly, 2002) Cross-sectional IV 
• Study compared Revised Symptom Checklist (SCL-
90-R) profiles between violent patients with 
psychiatric inpatient norms - the study did not aim 
to elucidate risk markers to predict violent incidents 
that occurred on units 
(Bjorkly & Havik, 2003) 
Retrospective 
cohort 
III-3 
• Quality issues 
• Sample included patients in a secure forensic ward 
– sample not relevant to systematic review 
(Boggild, Heisel, & Links, 
2004) 
Case-control III-3 • Study measure was ‘disruptive behaviour’ - no 
specific analyses of physical assault conducted 
(Bond & Brimblecombe, 
2003) 
Cross-sectional IV 
• Study compared differences in perceptions of staff-
causes of violence between groups of staff 
members - no statistical tests of association or 
difference reported for staff characteristics as risk 
factors for service-user violence  – study reports 
descriptive data for these variables only 
(Bowers et al., 2007) Cross-sectional IV 
• Study examines the relationship between junior 
doctor rotation, nursing student allocations, day of 
the week, ward-round-days and violence – findings 
were not relevant to assessment or prevention of 
violence within ED or mental health triage 
(Chaplin, McGeorge, & 
Lelliott, 2006) 
Cross-sectional IV • Study compared perceptions of staff members with 
the perceptions of service-users regarding the 
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causes of violence - the study did not aim to 
elucidate risk markers to predict violent incidents 
that occurred on units 
(Cheung, Schweitzer, 
Crowner, & Tuckwell, 
1997) 
Case-control III-3 
• Study compares a group of aggressive patients with 
non-aggressive patients. Aggressive group consists 
of service-users who were physically assaultive 
and/or damaged property – physically assaultive 
behaviour not analyzed separately 
(Cheung, Schweitzer, 
Tuckwell, & Crowley, 
1997) 
Case-control III-3 • Quality issues 
(Clancy, Taylor, & 
O'Sullivan, 2002) 
Prospective cohort II • Quality issues 
(J. Cunningham, 
Connor, Miller, & 
Melloni, 2003) 
Survey + 
Retrospective 
cohort 
III-3 
• Study measure was staff perceptions of the causes 
of past violent incidents on the units – study did 
measure actual incidents of violence that occurred 
on the units 
• Study aims not relevant to review – significant 
findings of study did not identify set of violence risk 
markers that were applicable to assessment or 
prevention of violence within ED or mental health 
triage settings 
(Dinakar & Sobel, 2001) 
Retrospective 
cohort 
III-3 • Quality issues 
(Dhossche, 1999) 
Retrospective 
cohort 
III-3 
• Outcome measure of ‘aggression’ was combination 
verbal aggression and physical assault - no specific 
analyses of physical assault alone conducted 
(Duxbury, 2002) 
Qualitative + 
cross-sectional 
survey 
IV 
• Most results reported were unrelated to the 
identification of risk factors for violence. Data on 
specific violence risk factors was descriptive only - 
study did not conduct tests of association or 
difference to identify specific risk factors for 
violence 
(Duxbury & Whittington, 
2005) 
Qualitative + 
cross-sectional 
survey 
IV 
• Cross-sectional survey used to compare views of 
patients and staff regarding the causes of violence. 
This study did not aim to elucidate risk factors for 
violence 
• Qualitative findings not applicable to systematic 
review 
(Eaton, Ghannam, & 
Hunt, 2000) 
Retrospective 
cohort 
III-3 • No significant risk markers identified in study – 
quality issues 
(El-Badri & Mellsop, 
2006) 
Prospective cohort II 
• Outcome measure of aggression was composite of 
different types of aggression (i.e. verbal  
aggression, physical aggression against objects, 
physical aggression against self, physical 
aggression against other people - no separate 
analyses of physical aggression against other 
people conducted 
 
(Erkiran et al., 2006) Cross-sectional IV 
• Measures of violent behaviour were taken within 24 
hrs of each participant’s hospitalization. Study 
measure was violence in previous 3 days. Violence 
measured in study would therefore be a mixture of 
violence that occurred in the inpatient unit and/or 
violence before hospitalization (i.e. violence in the  
community) – study does not fit inclusion criteria for 
community violence - sample – participants are 
mental health service-users 
(Ferguson et al., 2005) Prospective cohort II 
• Aggression operationalzed in study by: (1) trait 
hostility measure (2) physicians ratings of 
resistance and hostility (3) incidents of seclusion or 
restraint – analyses of these measures are not 
relevant to the aims of the systematic review. 
(Flannery, Lizotte, 
Laudani, Staffieri, & 
Walker, 2001) 
Retrospective 
cohort 
III-3 
• Outcome measure, ‘assaults’,  consisted of physical 
assaults, sexual assault, nonverbal intimidation and 
verbal threats - no specific analyses of non-sexual 
physical assault alone conducted 
(Flannery, Hanson, 
Corrigan, & Walker, 
2006) 
Retrospective 
cohort 
III-3 
• Outcome measure, ‘assaults’,  consisted of physical 
assaults, sexual assault, nonverbal intimidation and 
verbal threats - no specific analyses of non-sexual 
physical assault alone conducted 
(R. B. Flannery, S. 
Rachlin, & A. Walker, 
2002) 
Retrospective 
cohort 
III-3 
• Outcome measure, ‘assaults’,  consisted of physical 
assaults, sexual assault, nonverbal intimidation and 
verbal threats - no specific analyses of non-sexual 
physical assault alone conducted 
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(Flannery, Marks, 
Laudani, & Walker, 
2007) 
Retrospective 
cohort 
III-3 
• Outcome measure, ‘assaults’,  consisted of physical 
assaults, sexual assault, nonverbal intimidation and 
verbal threats - no specific analyses of non-sexual 
physical assault alone conducted 
(Flannery, White, 
Flannery, & Walker, 
2007) 
retrospective 
cohort 
III-3 
• Study aim was to examine seasonal and temporal 
variations of assaultive behaviour over a fifteen-
year period within psychiatric inpatient units and 
community treatment settings – seasonal and 
temporal variations within these settings not 
generalizable to ED and mental health triage 
settings. 
• Quality issues 
(R. B. Flannery, S. 
Rachlin, & A. P. Walker, 
2002) 
Retrospective 
cohort 
III-3 
• Study compared frequency of assaults between 
patients with schizophrenia and patients with 
personality disorder - there was no comparison with 
‘normal’ controls that would allow for the 
identification of violence risk markers among 
patients generally.  
(Flannery, Hanson, 
Rego, & Walker, 2003) 
Retrospective 
cohort 
III-3 
• Outcome measure, ‘assaults’,  consisted of physical 
assaults, sexual assault, nonverbal intimidation and 
verbal threats - no specific analyses of non-sexual 
physical assault alone conducted 
(Flannery, Schuler, 
Farley, & Walker, 2002) 
Cross-sectional IV • No tests of association or difference conducted – 
study reports descriptive data only 
(Flannery, Stevens, 
Juliano, & Walker, 2000) 
Retrospective 
cohort 
III-3 
• Outcome measure, ‘assaults’,  consisted of physical 
assaults, sexual assault, nonverbal intimidation and 
verbal threats - no specific analyses of non-sexual 
physical assault alone conducted 
(Flannery, Laudani, 
Levitre, & Walker, 2006) 
Retrospective 
cohort 
III-3 
• Outcome measure, ‘assaults’,  consisted of physical 
assaults, sexual assault, nonverbal intimidation and 
verbal threats - no specific analyses of non-sexual 
physical assault alone conducted 
(Flannery & Walker, 
2001) 
Retrospective 
cohort 
III-3 
• Outcome measure, ‘assaults’,  consisted of physical 
assaults, sexual assault, nonverbal intimidation and 
verbal threats - no specific analyses of non-sexual 
physical assault alone conducted 
(Foley et al., 2005) 
Retrospective 
cohort 
III-3 
• Participants were considered ‘violent’ if they had 
committed at least one of the following: aggression 
against property, aggression against self, 
aggression against others – study did not 
distinguish between physical assaults against 
others and aggression directed towards self or 
property 
(Foley et al., 2007) 
Retrospective 
cohort 
III-3 
• Outcome measure of violence consisted of physical 
violence against self, others, and aggression 
towards property - no separate analyses of non-
sexual physical assault against others conducted 
• Measures of violent behaviour were taken for week 
prior to, and week following first contact for 
inpatients and outpatients. Study measure was 
therefore a mixture of violence that occurred in the 
hospital and violence that occurred before 
hospitalization (i.e. violence in the  community) – 
study does not fit inclusion criteria for community 
violence - sample – participants are mental health 
service-users 
 
(Fujii, Tokioka, Lichtin, & 
Hishinuma, 2005) 
Retrospective 
Cohort 
III-3 
• Outcome measure of violence was combination of 
verbal threats and physical assault - no separate 
analyses of physical reported 
(Gadon, Johnstone, & 
Cooke, 2006) 
Systematic review I 
• Review reported using narrative style - did not 
contain meta -analysis, did not grade evidence on 
risk factors. 
(Gim et al., 1999) Cross-sectional IV 
• Study compared differences between psychiatrists 
and nurses regarding the identification and 
management of violence - no statistical tests of 
association or difference reported for precipitants to 
violence or risk factors  – study reports descriptive 
data for these variables only 
(Goldberg et al., 2007) Prospective cohort II • Quality issues 
(Grassi, Peron, 
Marangoni, Zanchi, & 
Vanni, 2001) 
Prospective cohort II 
• Study analyses did not differentiate between 
physical assaults, verbal assaults, and assaults 
against property 
(Green & Robinson, 
2001) 
Cross-sectional IV • No statistical tests of association or difference 
reported – study reports descriptive data only  
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(Hallsteinsen, 
Kristensen, Dahl, & 
Eilertsen, 1998) 
Retrospective 
cohort 
III-3 
• Study aimed to describe the development and 
application of the SOAS-E. Study did not aim to 
assess the validity of the instrument or elucidate 
risk factors for violence - Study aims are not 
relevant to the systematic review 
(Hamadeh, Al Alaiwat, & 
Al Ansari, 2003) 
Cross-sectional IV 
• Study analyses compared frequency of assaults 
with frequency of non-patient induced injures 
among Bahraini nurses – study did not identify 
specific risk factors to predict incidence of physical 
assaults 
(Holdsworth, Collis, & 
Allott, 1999) 
Prospective cohort II 
• Study outcome measure,‘harmful incident’ reports, 
measured were a combination of physical assaults 
against others and self-harm. no specific analyses 
of physical assault alone conducted 
(Ilkiw-Lavalle & Grenyer, 
2003) 
Cross-sectional IV 
• Study compared perceptions of staff members with 
the perceptions of service-users regarding the 
causes of violence - the study did not aim to 
elucidate risk markers to predict violent incidents 
that occurred on units 
(Johnson, 2004) 
Systematic 
Review 
N/A 
• Review reported using narrative style - did not 
contain meta-analysis, did not grade evidence on 
risk factors. 
(Junginger, Parks-Levy, 
& McGuire, 1998) 
Cross-sectional IV • No statistical tests of association or difference 
reported – study reports descriptive data only 
(Ketelsen, Zechert, 
Driessen, & Schulz, 
2007) 
Case-control III-3 
• The outcome measure of ‘aggression’ included 
verbal aggression, and violence against objects in 
addition to physical assault - no specific analyses of 
physical assault alone conducted 
(Kho, Sensky, Mortimer, 
& Corcos, 1998) 
Prospective cohort II 
• Quality issues - Only significant factor related to 
physical aggression identified in study was due to 
ward type – result not relevant to violence risk 
assessment / prevention at ED or mental health 
triage. Demographic and clinical factors 
investigated were not significant. This may be due 
to quality issues – high likelihood of type II error for 
analyses of physical aggression 
(Koen et al., 2004) Cross-sectional IV 
• Outcome measures of violence included self-
directed violence, violence towards property and 
physical assaults against others - no specific 
analyses of physical assault alone conducted 
(LePage et al., 2000) Unclear n.a 
• Outcome measures were ‘patient incidents’ and 
‘staff injuries’. Outcome measures were a 
combination of physical assault, as well as other 
factors such as self-harm, and injuries received 
during restraint - no specific analyses of physical 
assault alone conducted 
(Linaker & Busch-
Iversen, 1997) 
Cross-sectional  IV 
• Article does not report original research – article 
reports on research from a paper published in 
1995. 
(MacPhail & Beck-
Sander, 1999) 
Prospective cohort II • No statistical tests of association or difference 
reported – study reports descriptive data only  
(Margari et al., 2005) Case-control III-3 
• Study aimed to assess the reliability and validity of 
two non-English (translated) versions of aggression 
rating scales. Study aims are not relevant to the 
systematic review 
(McNiel, Sandbeg, & 
Binder, 1998) 
Prospective cohort II 
• Study aims to assess the relationship between 
clinician confidence and accuracy in the prediction 
of violence – clinician confidence not a valid violent 
risk marker for use in violence risk assessment in 
the triage setting 
(Nijman, Evers, 
Merckelbach, & 
Palmstierna, 2002) 
Cross-sectional IV 
• The study aimed to evaluate the validity of the 
proposed the revised SOAS  by cross-validating 
them with the judgments made by staff members – 
study did not identify risk markers for physical 
assault, or staff factors that may contribute to 
assault 
(Nijman, Merckelbach, 
Evers, Palmstierna, & a 
Campo, 2002) 
Prospective cohort II 
• Study tests accuracy of clinicians subjective 
judgments of aggression risk, and tests relationship 
between set of archival predictors and actual 
incidents of aggressive behaviour  
• Findings related to clinician’s subjective judgments 
are outside of the scope of the review.  
• No significant findings emerged from the archival 
data that identified risk markers for physical 
aggression 
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(K. A. Nolan et al., 2003) Prospective cohort II 
• Study explored perceived motivation of inpatient 
assaults. Predictors of assaultive behaviour not 
identified. 
(Pieters, Speybrouck, De 
Gucht, & Joos, 2005) 
Cross-sectional IV 
• Study surveyed Dutch trainee psychiatrists 
regarding assaults and verbal threats they 
experienced - sample not relevant to triage / 
nursing context 
(Ng, Kumar, Ranclaud, & 
Robinson, 2001) 
Retrospective 
cohort 
III-3 
• The outcome measure of ‘physical aggression’ 
included property damage in addition to physical 
assault - no specific analyses of physical assault 
alone conducted 
 
(P. Nolan, Dallender, 
Soares, Thomsen, & 
Arnetz, 1999) 
Cross-sectional IV 
• The study described the extent and nature of 
violence against mental health nurses, and 
described the characteristics of victims of violence.  
Analyses did not identify risk markers for received 
violence that would assist in violence prevention – 
findings were therefore not appropriate for inclusion 
in the review. 
(Olson & Anders, 1997) Cross-sectional  IV 
• Outcome measures of violence was composite 
measure of: self-directed violence, violence towards 
property and physical assaults against others - no 
specific analyses of physical assault alone 
conducted 
(O' Sullivan & Meagher, 
1998) 
Cross-sectional  IV 
• Study aimed to describe violence towards 
psychiatrists – study did not identify patient, 
environmental, or staff risk factors relevant to triage 
context – study did not describe violence towards 
clinicians other than psychiatrists 
(Omerov, Edman, & 
Wistedt, 2004) 
Cross-sectional IV 
• Study compared perceptions of staff members with 
the perceptions of service-users regarding the 
causes of violence - the study did not aim to 
elucidate risk markers to predict violent incidents 
that occurred on units 
(Owen, Tarantello, 
Jones, & Tennant, 
1998a) 
Prospective cohort II 
• Study outcome measure, ‘aggression’ was defined 
as threatening verbal or physical behavior directed 
towards self or others. Study outcome measure, 
‘violence’ was defined as physical behaviour that 
resulted in harm to self or others – no separate 
analysis of physical assault directed towards others 
conducted. 
• Study compares frequency of violence between 
violent recidivists and non-violent non-recidivists - 
no comparison made with non-violent controls that 
could identify risk factors for violence 
(Owen, Tarantello, 
Jones, & Tennant, 
1998b) 
Prospective cohort II 
• Study outcome measure, ‘aggression’ was defined 
as threatening verbal or physical behavior directed 
towards self or others. Study outcome measure, 
‘violence’ was defined as physical behaviour that 
resulted in harm to self or others – no separate 
analysis of physical assault directed towards others 
conducted. 
(Palmstierna & Barredal, 
2006) 
Cross-sectional IV 
• Study aimed to evaluate factor structure of 
instrument designed to assess nurses’ attitudes 
towards aggressive patients – study did not aim to 
identify risk factors for violence 
(Parkes, 2003) Descriptive n.a • No statistical tests of association or difference 
reported – study reports descriptive data only 
(Quanbeck, McDermott, 
Lam, & Eisenstark, 
2007) 
Case-control III-3 
• Study compared assault victim categorization 
between service-users and staff members. The 
study did not aim to elucidate violence risk markers. 
(Raja, Azzoni, & Pucci, 
2006) 
Prospective cohort II 
• The study aimed to examine the relationship 
between the Hepatitis C virus and other clinical 
features of psychiatric patients - Hepatitis C not an 
appropriate violence risk marker for within the 
context of ED / mental health triage. 
(Saverimuttu & Lowe, 
2000) 
Retrospective 
cohort 
III-3 
• Quality issues 
• No statistical tests of association or difference 
reported specifically for assaultive behaviour 
(Sidorowicz, 1998) Unclear n.a. • Article published in language other than English 
(Shepherd & Lavender, 
1999) 
Cross-sectional 
survey within 
prospective cohort 
II 
• Study outcome measure, ‘physical aggression’ 
included sexual aggression as well as physical 
assaults - no specific analyses of physical assault 
alone conducted 
• Study described aggressive incidents and related 
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contextual issues in a psychiatric hospital. The 
study did not conduct tests of association or 
difference regarding risk factors relevant to review – 
study did not identify risk factors appropriate for 
inclusion in review. 
(Soliman & Reza, 2001) 
Retrospective 
cohort 
III-3 
• Study outcome measure, ‘violence’ included 
attempts to damage property as well as physical 
assaults against others - no specific analyses of 
physical assault alone conducted 
(Skeem et al., 2004) 
Retrospective 
cohort 
III-3 
• Study aims to fit sample of patients to 3 profiles of 
violent service-user -  the study did not aim to 
elucidate risk markers to predict violence more 
generally 
(Smith & Humphreys, 
1997) 
Cross-sectional IV 
• Study aim was to identify inpatients transferred from 
open wards to a locked facility and to explore the 
reasons for transfer –  while the study did examine 
violence the overall aims were not relevant to the 
systematic review 
• Sample not relevant to assessment and prediction 
of violence in ED or mental health triage 
(Soares, Lawoko, & 
Nolan, 2000) 
Cross-sectional IV 
• Study outcome measure, ‘violence’, referred to 
physical assaults against others, as well as verbal 
violence – study analyses did not differentiate 
between physical and verbal violence 
(Song, Han, Heo, & Lee, 
2005) 
Unclear n.a. • Article published in language other than English 
(Strous et al., 2006) 
Retrospective 
cohort 
III-3 • Study measured trait aggression, not actual 
incidents of assaultive behaviour. 
(Swett & Mills, 1997) Prospective cohort II 
• Study outcome measure, ‘assaults’, referred to 
physical assaults against others, as well as verbal 
and non-verbal threats - no separate analysis of 
physical assaults against others made 
(Troisi, Kustermann, Di 
Genio, & Siracusano, 
2003) 
Prospective cohort II • Quality issues 
(Watts et al., 2004) 
Focus groups and 
case-series 
IV 
• Study aims to assess the feasibility of using an 
evidence-based violence risk-assessment method 
in routine practice. Study did not aim to 
quantitatively identify risk factors for violence based 
on measured incidents of actual violence. 
(Woods & Reed, 1998) Unclear n.a. • Study does not use incidents of actual violence as 
an outcome measure 
 
 
3.3.5.Studies related to violence in psychogeriatric inpatient units / 
violence perpetrated by elderly persons in adult psychiatric inpatient 
units 
 
Table 93. Studies related to violence in psychogeriatric inpatient units / violence perpetrated by 
elderly persons in adult psychiatric inpatient units 
Source Design Level Reasons for exclusion 
(Almvik, Rasmussen, & 
Woods, 2006) 
Cross-sectional IV 
• Study compared levels of aggression between 
psychogeriatric inpatients and nursing home 
residents The study did not aim to elucidate 
violence risk markers more generally. 
• Outcome measure of aggression included verbal 
aggression, in addition to physical aggression - no 
specific analyses of physical aggression alone 
conducted 
(Almvik, Woods, & 
Rasmussen, 2000) 
Prospective 
cohort 
II • Quality issues 
(Bahareethan & Shah, 
2000) 
Prospective 
cohort 
II • Quality issues 
(Flannery, Peterson, & 
Walker, 2005) 
Retrospective 
cohort 
III-3 • No statistical tests of association or difference 
reported – study reports descriptive data only  
(Gormley, Rizwan, & 
Lovestone, 1998) 
Retrospective 
cohort 
III-3 
• Outcome measure of aggression included verbal 
and non-verbal forms of aggression, in addition to 
physical aggression - no specific analyses of 
physical aggression alone conducted 
(Haupt, Janner, Ebeling, 
Stierstorfer, & 
Cross-sectional IV • Outcome measure of ‘aggressiveness’  was scores 
on instrument that measured a combination of 
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Kretschmar, 1998) threatening behaviour, agitation, in addition to 
verbal and physical aggression - no specific 
analyses of physical assault alone conducted 
(Lehmann & Rabbins, 
2006) 
Retrospective 
cohort 
III-3 
• Outcome measure of aggression  was included 
threatening behaviour, in addition to physical 
aggression - no specific analyses of physical 
aggression alone conducted 
(Myers, Kriebel, 
Karasek, Punnett, & 
Wegman, 2005) 
Retrospective 
cohort 
III-3 
• Study documented assaults and injuries among 
nursing staff and certified nursing assistance in a 
long-term care facility –study did not identify 
violence risk markers that were relevant to 
assessment or prevention of violence within ED or 
mental health triage settings 
(Sival, Albronda, 
Haffmans, Saltet, & 
Schellekens, 2000) 
Prospective 
cohort 
II 
• Study results not relevant to systematic review topic 
-study does not test relationships between 
predictors and measures of violence 
(Suchy & Bolger, 1999) 
Prospective 
cohort 
II 
• Study definition of ‘aggression’ included aggression 
against self as well as aggression against others - 
no separate analyses of aggression against others 
reported. 
(Taylor, 2004) Cross-sectional IV • Quality issues 
 
3.3.6. Studies related to violence in both mental health and non mental 
healthcare settings 
 
Table 94. Studies related to violence in both mental health and non mental healthcare settings  
Source Design Level Reasons for exclusion 
(Lee, Gerberich, Waller, 
Anderson, & McGovern, 
1999) 
Case-control III-3 
• Study included nurses from healthcare settings that 
fell outside of the inclusion criteria such as long-
term care settings and nursing homes. 
Approximately one third of cases, and one quarter 
of controls worked in long term care facilities or 
nursing homes - This proportion was considered too 
high in comparison with nurses who worked in acute 
settings for the study to be included in the review. 
 
 
3.3.7.Studies related to violence in community mental health facilities / 
violence towards community health workers / violence perpetrated by 
psychiatric outpatients  
 
Table 95. Studies related to violence in community mental health facilities / Studies regarding 
violence towards community health workers / studies regarding violence perpetrated by 
psychiatric outpatients 
Source Design Level Reasons for exclusion 
(Blank, 2001) Systematic review I 
• Quality issues 
• Review reported using narrative style - did not 
contain meta-analysis, did not grade evidence on 
risk factors. 
(Gibbons, Gannon, & 
Wrigley, 1997) 
Case-series IV 
• Quality issues 
• Statistics relating to comparisons involving physical 
aggression not reported 
(Grange & Corbett, 
2002) 
Case-series IV 
• Study measure of aggression included both physical 
and verbal aggression - no specific analyses of 
physical aggression against others conducted 
(Kaplan et al., 1998) Cross-sectional IV 
• Study sample was outpatients of specialist anxiety 
and depression clinic – study setting is in 
specialized healthcare setting 
• Study outcome measure of ‘aggression’ was trait 
aggression -not incidents of assaultive behaviour 
not measured. 
(Mock, Wrenn, Wright, 
Eustis, & Slovis, 1998) 
Case-series IV 
• Study measure of aggression included both physical 
and verbal aggression - no specific analyses of 
physical aggression against others conducted 
• Quality issues 
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(Schulte, Nolt, Williams, 
Spinks, & Hellsten) 
Cross-sectional IV 
• Study sample was community health care workers 
in STD, HIV, and tuberculosis programs – sample 
too specialist, cannot be generalized to ED / mental 
health triage. 
(Shergill & Szmukler, 
1998) 
Cross-sectional IV 
• Study analyses explore associations between 
violence risk markers and clinicians’ assessments of 
risk – study did not identify which risk markers were 
predictive of actual physical violence 
• Study definition of violence included acts with 
propensity to cause psychological, as well as 
physical harm - no separate analyses of physical 
aggression alone reported. 
 
 
3.3.8. Studies related to violence perpetrated by adolescents in the 
community 
 
Table 96. Studies related to violence perpetrated by adolescents in the community 
Source Design Level Reasons for exclusion 
(Bobrowski, Czabala, & 
Brykczynska, 2007) 
Cross-sectional IV 
• Study outcome measure of violence was combination 
of violence perpetrated against others and violence 
received from others - no separate analyses of only 
physical assault against others reported 
(Brook, Duan, & Brook, 
2007) 
Prospective cohort II 
• Study measure of aggression included quarrelling and 
robbery - no specific analyses of physical assault 
conducted 
(Fitzpatrick, 1997) Cross-sectional IV 
• Study conducted only among low-income African 
American youths  - not relevant to the Australian 
context 
(Lehman et al., 2003) Cross-sectional IV 
• Study tested instrument that assessed outcomes of 
routine care for persons with schizophrenia – 
analyses conducted on no testing of violence items on 
instrument could be used to elucidate violence risk 
factors 
(McCabe, Lucchini, 
Hough, Yeh, & Hazan, 
2005) 
Prospective cohort II • Study measure was ‘externalizing symptoms’ - no 
specific analyses of physical assault conducted 
(Penney & Moretti, 2007) 
Retrospective 
cohort 
III-3 
• Study sample was ‘at-risk’ adolescents from custody 
centres, assessment centres and probation offices – 
sample not representative of wider community 
(Seifert, Phillips, & 
Parker, 2001) 
Cross-sectional IV 
• Study sample not appropriate to ED or mental health 
triage context (prisoners, youths in a residential 
treatment centre) 
(Tarter et al., 2002) Prospective cohort II 
• Study outcome measure of violence included violent 
outbursts at school, displaying a weapon in a rude 
manner, inciting a riot, violence toward a teacher, 
battery of police officer, assault, assault with deadly 
weapon, fire setting, battery, armed robbery, rape 
assault with intent to commit murder, voluntary 
manslaughter – items related to physical assaults 
against others were not analysed separately from all 
other forms of violence included in study. 
• Small sample size for study of community violence 
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(Vance, Bowen, 
Fernandez, & Thompson, 
2002) 
Prospective cohort II 
• Study measure was ‘behavioural functioning’ - no 
specific analyses of physical assault conducted 
(Wei, Loeber, & White, 
2004) 
Prospective cohort II 
• Study measure, ‘violence’, included rape and forced 
sex, in addition to physical assaults – no specific 
analyses of physical assault conducted 
 
3.3.9.Studies related to violence perpetrated by adults in the community 
 
Table 97. Studies related to violence perpetrated by adults in the community 
Source Design Level Reasons for exclusion 
(Bourget & Whitehurst, 
2004) 
Case-series IV 
• Participants included in study were people with 
Capgras syndrome who misidentified a family 
member and acted violently towards them – not 
relevant to ED or mental health triage setting 
• Descriptive data only 
(Boyd, Phillips, & 
Dorsey, 2003) 
Cross-sectional  IV 
• Study measure is violence received by participant 
from others, not violence perpetrated by participant 
towards others 
(R. Cunningham et al., 
2003) 
Cross-sectional IV 
• Analyses of violence history included analysis of 
sexual, as well as physical assault – no specific 
analyses of physical assault conducted. 
(R. Cunningham et al., 
2007) 
Retrospective 
cohort 
III-3 
• Study sample too specific, results not generalizable  
- sample studied was consecutive cohort of patients 
presenting to the ED with cocaine related chest pain  
(Erickson, 2005) 
Retrospective 
cohort 
III-3 
• The outcome measure, ‘interpersonal aggression’ 
was a combination of domestic violence, threats, 
and physical assaults - no specific analyses of 
physical assault alone conducted 
(Fresan et al., 2004) 
Prospective 
cohort 
II 
• Study aims to assess relationship between pre-
morbid adjustment and violence in people with 
schizophrenia – pre-morbid adjustment is not 
suitable for measurement in the context of ED or 
mental health triage 
• The outcome measure of violence included violence 
against self, and objects in addition to physical 
assault - no specific analyses of physical assault 
alone conducted 
(Gallardo-Pujol, Kramp, 
Garcia-Forero, Perez-
Ramirez, & Andres-
Pueyo, 2006) 
Cross-sectional IV 
• Study aims to assess the validity of a non-English 
(translated) version of an aggression rating scale - 
Study aims are not relevant to the systematic review 
• Study sample not appropriate to ED or mental 
health triage context (university students, members 
of police school, prisoners) 
(Loeber et al., 2005) 
Prospective 
cohort 
II 
• Analyses of violence history included analysis of 
sexual, as well as physical assault – no specific 
analyses of physical assault conducted. 
(Mason et al., 2004) 
Retrospective 
cohort 
III-3 
• Study outcome measure, ‘violence’, included rape, 
threats and picking fights, in addition to physical 
assault - no specific analyses of physical assault 
alone conducted 
(Miller, Lynam, & 
Leukefeld, 2003) 
Retrospective 
cohort 
III-3 
• Study outcome measure was made by an 
instrument designed to assess partner aggression – 
study did not conduct specific analyses of physical 
assault relevant to ED, or mental health triage 
context 
(Schilling, Aseltine, & 
Gore, 2007) 
Prospective 
cohort 
II • Study measure was ‘anti-social behaviour’ - no 
specific analyses of physical assault conducted 
(Steadman et al., 1998) 
Prospective 
cohort 
II 
• Study analyses post-discharge violence among 
mental health service-users and makes 
comparisons between services users and a wider 
community sample. Specific risk factors for violence 
within the community sample, however, are not 
identified – study not relevant for inclusion in review 
(Stueve & Link, 1998) Cross-sectional  IV 
• Study aimed to determine whether mental illness 
moderates the association between gender and 
violence. The study did not elucidate violence risk 
markers 
(Walton et al., 2007) Cross-sectional  IV 
• Analyses of violence history included analysis of 
sexual, as well as physical assault – no specific 
analyses of physical assault conducted. 
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3.3.10 Studies related to violent crime perpetrated in the community 
 
Table 98. Studies related to violent crime perpetrated in the community 
Source Design Level Reasons for exclusion 
(Grann & Fazel, 2004) Cross-sectional IV • Measure of violent crime includes sexual abuse – 
no specific analysis of physical assault conducted 
(Rasanen, Tiihonen, 
Isohanni, Moring, & 
Koiranen, 1998) 
Prospective 
cohort 
II 
• Study examined the relationship between criminality 
and mortality – no risk factors  for violent crime were 
identified 
(Rasanen, Tiihonen, 
Isohanni, Rantakallio et 
al., 1998) 
Prospective 
cohort 
II 
• Measure of violent crime includes arson, violation of 
domestic peace - no specific analysis of physical 
assault conducted 
(Schwartzberg, 1999) Cross-sectional IV 
• Study assessed differences between court ordered 
and non-court ordered youths. Court ordered youths 
included those referred for drug abuse, runaway 
episodes, truancy, robbery. No specific comparisons 
involving physical assault alone were conducted 
(Tiihonen, Isohanni, 
Rasanen, Koiranen, & 
Moring, 1997) 
Prospective 
cohort 
II 
• Measure of violent crime includes arson, violation of 
domestic peace - no specific analysis of physical 
assault conducted 
(Walsh, Swogger, & 
Kosson, 2004) 
Retrospective 
cohort 
III-3 
• Study aims to test robustness of IQ as a predictor of 
criminal violence – IQ is not a predictor relevant to 
the systematic review – intelligence testing not 
appropriate during triage assessment 
(Woodward, Williams, 
Nursten, & Badger, 
1999) 
Systematic 
Review 
I 
• Review did not include meta-analysis 
• Low proportion of papers included in the review 
were specifically concerned with violent offending. 
• Of those papers concerned with violent offending, a 
high proportion did not specifically analyse physical 
assault alone and were out of the date range for 
inclusion in this review 
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3.4 Significant findings found in the literature that were not included 
in the review 
 
The following table presents the rationale for decisions to not include some 
significant findings in the Clinical Practice Guideline. These team decisions were 
underpinned by considerations of the feasibility of assessing these factors in a time 
pressured triage setting, and the scope and depth of triage assessment. Where risk 
factors were determined to be too subjective, irrelevant or broad to be effectively 
assessed at triage, they were not included in the guideline. 
 
Table 99. Significant findings found in the literature that were not included in the review 
Risk factor Reasons that findings were not included 
HCR-20 Historical scale 
• HCR-20 historical scale is a tool validated for use in forensic 
settings, therefore its generalisability to civilian settings is not 
confirmed. 
Staff external locus of 
control 
• Not practical to assess locus of control in all triage nurses and 
base triage practice on this assessment. 
Staff anxiety 
• Not practical to assess staff anxiety in all triage nurses and 
base triage practice on this assessment. 
• Studies assessing staff anxiety had a cross-sectional design. 
Increased levels of anxiety in staff may have resulted from 
being assaulted rather than being predictive of assaults. 
Religious denomination 
• Religious denomination of service-user not relevant to 
violence risk assessment at triage – potentially discriminatory 
• Study that measured this risk factor was not clear if ‘religious 
denomination’ referred to referred to denominations within 
Christianity or included religions other than Christianity. 
• Study that measured this risk factor analysed denominations 
not relevant to Australian context (e.g Lutheran Church of 
Iceland). 
Negative symptoms of 
schizophrenia 
• Removed from analysis, review team made decision that this 
risk factor may be difficult to assess at triage as high likelihood 
of clinicians confusing negative symptoms with depressive 
symptoms. 
Aversive stimulation • This risk factor was considered too broad and subjective for 
triage clinicians to accurately assess 
Onset of drug abuse 
• A full historical alcohol and drug assessment is not feasible at 
triage. In Triage settings it is more appropriate to assess 
current use, current intoxication, type of substance, and 
potentially duration of use.  
Living with family • This risk factor is too broad, and the evidence is not 
conclusive.  
Cluster B personality 
disorder 
• Too difficult to assess at triage. This type of diagnosis requires 
expert psychiatric opinion. 
Ethnicity 
• Ethnicity of service-user not relevance to violence risk 
assessment at triage – potentially discriminatory 
• Studies comparing violence across different ethnicities were 
not relevant to Australian context. 
Staff gender - female 
• Not included in review as review focused on violence 
prevention - people from both genders may be victims of 
physical assault. 
• Only one cross-sectional study revealed that female nurses 
were more likely to be assaulted than male nurses. As male 
nurses made up only a small portion of the total number of 
participants in the study, it is unknown whether females were 
more likely to be assaulted because of their gender, or simply 
due to their greater representation in the unit. 
Middle grade nursing staff • Not included in review as review focused on violence 
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prevention – nurses of all grades and levels may be victims of 
physical assault. 
• One cross-sectional study indicated that middle grade nurses 
(staff nurses, enrolled nurses) were significantly more likely 
than basic grade nurses (healthcare assistants, auxiliaries), 
senior nurses (sisters, nurse managers, nurse practitioners) 
and doctors. 
• Another cross-sectional study indicated that nurses and 
nurses’ aids reported significantly higher number of assaults 
than therapists. 
• This type of grading is not used in Australia  
Acceptance of violence 
• Too subjective and difficult to assess at triage. This would 
require a comprehensive battery of psychological tests to 
ascertain attitudinal disposition.  
Difficulty in receiving 
parental social support 
• Too subjective and difficult to assess at triage. This would 
require a comprehensive family assessment to ascertain. 
Mixed threatening cues • Too broad to apply at triage. More appropriate to focus on 
identifiable, specific threats and warning signs 
Self-criticism • Too subjective and difficult to assess at triage 
Difficulty in receiving peer 
social support 
• Too subjective and difficult to assess at triage. This would 
require a comprehensive psychosocial assessment to 
ascertain – not feasible at triage 
Guilt • Too subjective and difficult to assess at triage. 
Lower number of days with 
off ward privileges 
• Not relevant to point of entry – more appropriate to inpatient 
psychiatric settings 
Having more frequent 
visitors 
• Not relevant to point of entry – more appropriate to inpatient 
psychiatric settings 
Pre-morbid adjustment 
 
• Too difficult to assess at triage 
Being hospitalized in 
private hospital 
 
• Not applicable to triage settings 
More frequent visitors 
 
• Not applicable to triage settings 
Legal status (section 
MHA)  
• Studies that identified legal status (involuntary commitment) as 
a risk factor were not conducted in Australia. The Mental 
Health Laws in other countries may not be comparable to 
Australian laws.   
Patient does not have 
own closet in unit • Not applicable to triage settings – non admitted patients 
Absence of recent 
suicidal behaviour 
• Assessing this risk factor is outside the scope of triage 
practice. Many service users may present without suicidal 
behaviours. Determining which of these service users may 
carry a higher for violence in the absence of other clinical 
descriptors is problematic.  
Adjustment Disorder  
• Too subjective and difficult to assess at triage. There is 
evidence to suggest that the clinical features of this diagnosis 
lack specificity and identifying behavioural parameters, 
therefore the likelihood of misdiagnosis at triage is increased.  
Hostility attribution bias • Too subjective and difficult to assess at triage. 
Sad appearance / sad 
affect 
• Too subjective and difficult to assess at triage. This may be 
particularly problematic in the emergency department. 
• Potential to misinterpret sad appearance / affect and 
depression is high. 
• Potential to distinguish sad appearance / affect from pain is 
low. 
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3.5 Results – Expert Panels, Triage Pilot Test, Service-user 
feedback 
 
Expert Panels comprising 20 multi-disciplinary Emergency Department triage 
clinicians and Mental Health triage clinicians were established at Melbourne Health 
and The Alfred Hospital to provide feedback on the (draft) Clinical Practice Guideline 
(CPG). Experts were required to read through the CPG, complete a structured 
feedback form, and provide comment on each section of the CPG. The panel 
meetings were run as structured focus groups in which each section of the CPG was 
discussed and critiqued. Extensive field notes were taken at each of the focus 
groups. 
 
The CPG was also formally pilot-tested for clinical relevance and usability by 12 
Emergency Department and Mental Health triage clinicians.  
 
In addition, a service-user group comprising three mental health consumers and a 
Consumer Consultant also provided feedback on the Guideline.  
 
A full list of names of the Guideline Development team, excluding those who chose to 
remain anonymous, is presented on page three of this report. 
   
The following section of the report presents the findings of the Expert Panel focus 
groups, the pilot testing of the (draft) Guideline, and feedback from service-users.  
3.5.1 Expert Panels 
a. Content validity 
Lynn’s (1985) method for determining content validity stipulates that a minimum of 
five experts are necessary to achieve valid results. In the present study, the panel 
comprised 20 experts. Of this group, 20 participated in the focus groups, 15 provided 
written feedback about the CPG, and 12 completed the content validity ratings (some 
experts had not completed the paper work prior to attending the focus group). Two 
experts failed to complete each item of the content validity tool, and these results 
were then discarded, leaving 10 sets of completed results. According to Lyn, using a 
panel of 10 experts (n=10), seven (7/10) participants must rate the content with no 
less than scores of three and four (1= not relevant 4=highly relevant) to achieve 
content validity. Each section of the (draft) CPG achieved minimum scores of three 
and four from each of the 10 experts (10/10), which confirm the content validity of the 
(draft) CPG.  
b. Written feedback 
Of the 20 experts involved in the review of the CPG, 11 provided written feedback on 
each section of the CPG, however, some sections of the CPG received no comment 
from these participants. The following section provides an overview of this feedback.  
 
Section 1:  Background 
Two participants noted that the definitions and purposes described in this section of 
the CPG were clear and easily understood. One participant suggested including 
more information about how the CPG could be best utilised. Four participants queried 
the use of the term ‘service-user’, and one suggested this term sounds too ‘business-
like’. One participant suggested explaining Area Mental Health Triage more fully. One 
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participant queried whether there should be mention of the Australasian Triage Scale 
in relation to triage decision-making.  
 
Section 2: Method 
Several participants queried the need for the depth in this section of the CPG – one 
suggested having the method available for viewing but not in CPG section, and 
another suggested condensing this section. One participant observed that this 
section would make sense to clinicians that understand evidence based practice, but 
not to those who don’t. Two participants were unfamiliar with the term ‘grey literature’. 
 
Section 3: How to use this Guideline 
Overall the feedback suggests that the CPG provides very valuable information that 
helps inform clinicians about when violence risk assessment may be necessary. Two 
participants though this section was too detailed. One participant suggested more 
explanation was needed on evidence levels with further clarification on how to use 
grading in practice. One participant suggested that more direction on how best to use 
these guidelines would be helpful e.g. for training, new staff orientation, in-service, 
undergraduate and post graduate education.  
 
Section 4: Conducting violence risk assessment 
Two participants observed that the information pertaining to interview technique is 
highly relevant and should be incorporated into training programs. One participant 
noted that the collection of assessment data such as collateral history is often not 
possible in ED due to time constraints, and that access to multi-disciplinary 
assessment is often problematic due to resource issues.  
 
Section 5: Risk factors for violence in general populations 
Overall participants agreed that knowledge on evidence based risk factors for 
violence was very important for education and training. One participant noted that 
violence may not be perpetrated by service-user, but may be perpetrated by family or 
friends. Two clinicians pointed out that not all service-users should be referred to 
psychiatric triage just for risk of violence (security/police may be options). One 
participant suggested that careful consideration should be given before an alert for 
violence is placed in service-users file as this could lead to discrimination. One 
participant expressed concern that direct questioning about weapons may be 
inflammatory. Several participants described the information on warning signs as 
‘excellent’  
 
Section 6: Risk factors for violence in special populations 
One participant described this section as “extremely useful, especially for junior 
clinicians who lack confidence”. Another of the participants identified that the section 
on special populations highlights the specific needs of different sub-groups of 
service-users, but also provides techniques and tools relevant for all service-users. 
Two participants noted that the information in this section would be useful for further 
education for clinicians on the specific issues across the lifespan, especially in aged 
and youth populations. Two participants observed that this information should be 
incorporated into training to facilitate rapid assessment. One participant made the 
point that it is unnecessary to screen all adolescents for psychosis, which indicates a 
need to further clarify how to use the information contained in the guideline.  
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Section 7: Staff factors  
Two participants commented on the importance of this section to reducing violence 
risk, and added that staff factors have not been previously addressed in triage/staff 
training/education. Another participant questioned how approach staff who have 
been identified as needing training [due to poor work performance].  
 
Section 8: Environmental factors 
One participant suggested that Close Circuit TV’s be installed into EDs and service-
users should be made aware of this security measure. One participant suggested 
that designated interview rooms should have two outward opening doors. Another 
participant pointed out that security staff offices are best co-located at entry-point to 
the ED, adjacent to waiting room to enable full visual observation. One participant 
observed that written notification of what constitutes unacceptable behaviour and the 
consequences of such behaviour should be available in all EDs.  
 
One participant suggested that … “lack of access to smoking areas is frequently a 
trigger to incidences of aggression/ verbal or physical” 
 “Some EDs refuse to take pts out to smoke on OHS issues. If client is voluntary and 
has onw cigarettes should be allowed access to smoking areas Several participants 
noted that a full violence risk assessment should be performed, but that time 
constraints in ED impact on the ability to do this 
Education required on how to use the environment to advantage (?) 
 
c. Focus group feedback 
 
Training  
There was strong agreement among the groups that the CPG is an excellent training 
tool that should be incorporated into aggression management programmes. There 
was agreement among the groups that the guideline is useful in that it assists 
clinicians look at risk factors more objectively and without bias.  
 
The group suggested that developing a greater awareness of known risk factors 
through training, and making observations of service-user’s behaviours (based on the 
evidence base for known warning signs) could be incorporated into routine 
assessment practice.  
 
The use of visual learning aids was identified as being important for clinicians. 
Clinicians need to be shown how behaviours can exacerbate aggression. Practice 
and role-play are important during training. There was general agreement from ED 
clinicians that recommendations need to be integrated into a triage assessment 
training.  
 
Quick reference tool 
There was strong agreement among the groups for the need for a quick decision tool 
(flow chart) to aid use of guideline, especially in ED where time pressure is restrictive 
in terms of expediently consulting an extensive document. The guideline needs to 
contain information on indicators (i.e. situations or factors that trigger the violence 
risk assessment process). There was agreement among the group that a detailed 
violence risk assessment should not occur routinely, for each service-user, but be 
triggered by the presence of certain factors or in certain situations. 
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Violence risk assessment  
There was agreement within the group that ED clinicians need more education in 
violence risk assessment. Specifically they need education on how to communicate 
and manage situations during the duration of triage.  
 
ED clinicians were unclear on what ‘high-risk’ means, and how the definition of ‘high 
risk’ fits in with definitions/descriptors in tools such as the (ATS) triage scale. It was 
suggested that recommendations for triage categories could be provided that denote 
the urgency of the presentation as well as the risk category.  
 
Communication strategies and staff factors  
Participants agreed that there is a need for clinicians to be consistent in their 
communication, and recommended not making promises to service-users; if 
clinicians need to specify how long waiting times will be, they specify a time range in 
case service is running behind schedule. 
 
Participants noted that the section in the CPG on staff characteristics is very helpful 
as it outlines ‘what we can do’ to avoid violent situations. The group observed that 
staff can act ‘aggressively’ towards service users and actually instigate or escalate 
violent situations. 
 
Discrimination  
Mental health clinicians raised questions about potential discrimination against those 
flagged with a history of previous violence.  Would all those who committed a 
previous act of violence be treated similarly, without taking into consideration the 
severity and rationale for the previous violence? Group consensus was achieved 
about this issue, in that, the group agreed that previous violence in a health care 
setting was a risk factor for future violence, and therefore service-users with such a 
history could be viewed as at ‘higher risk’ for future violence.  
 
Warning signs 
The section of the CPG on behavioural warning signs was considered “very valuable” 
for the ED.  It was acknowledged by the group that triage assessment in the ED is 
very much underpinned by observations of behaviour and appearance, thus 
information on warning signs for impending violence that can be incorporated into 
routine assessment practice (and decision-making) has good potential for prevention.  
 
Resource issues 
A number of clinicians raised discussion around how to effectively prevent violence 
with low staffing levels and inadequate resources. The practice recommendation of 
increasing levels of observation and supervision example of providing extra staff to 
provide ‘special observations’ was given. Several participants noted that it may not 
be possible to always conduct violence risk assessment at triage, as clinicians do not 
have time to access information on previous histories of violence. One participant 
stated that recommendations for practice need to be in line with hospital resource 
availability. Although there were no simple answers provided by the group for the 
issue of resources, there was strong consensus about the need to incorporate 
information into training, which can then be drawn on in practice.  
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Environmental design  
There was lengthy discussion about the impact of environmental factors on potential 
for violence. In particular, several participants pointed out that the location of 
behavioural assessment room / low-stimulus assessment room should be located 
closer to the exit, not in the middle of the ED, to avoid potential injury to other 
service-users. Several participants noted that some environmental factors presented 
in guideline cannot be controlled by clinicians as the level of risk is dependant on 
patient mix and other situational factors. 
 
Bullet proof glass and barriers  
Some participants gave positive feedback regarding recommendations about 
installing bulletproof glass at ED triage, noting that violent incidents that could have 
been prevented if such barriers were in place. The group was not united on this 
position, with other participants noting that some barriers (i.e. wire screens) can 
create additional problems / hazards, and that barriers of can create separation 
between clinicians and service-users.  
 
Security personnel  
Several participants noted that there is inadequate (or no) security at triage. Some 
discussion ensued about the conduct of security in a Code Grey, that some 
personnel seemed poorly trained in responding appropriately to disturbed people, 
and that this can be catalytic to actual violence.  
 
Carrying a weapon 
Some clinicians raised concern about questions recommended by the guideline, in 
particular, asking service-users if they had a weapon.  Clinicians suggested that 
signs should be available at triage that clearly states the hospital’s policy regarding 
carrying weapons and violence. Clinicians also suggested that Police (and possibly 
ambulance staff) who brought in service users could be asked these questions. 
 
Mental illness 
The group agreed it was helpful to have specific information about risk factors related 
to symptoms of mental illness to help inform decision-making. The ED clinicians 
suggested that it would be helpful to have recommendations related to these factors 
that help clinicians determine the correct actions/communication approaches to take.   
 
The mental health clinicians identified that the experience of mental illness may be 
fear provoking for the service-user, and suggested that violent behaviour perpetrated 
by service-users with mental illness can often be understood as a response to this 
fear. ED clinicians expressed the view that triage staff may also be fearful and 
lacking in confidence on how to manage acute symptoms of mental illness due to a 
lack of specific knowledge /education to support practice. It was suggested that the 
recommendations for practice could include tips for management of acute mental 
illness.  
 
Smoking policy 
Several participants raised discussion about smoking policies in hospitals and the 
potential link between violence perpetrated by service-users restricted from smoking. 
There was little agreement within the group about approaches One participant 
suggested that voluntary patients with their own cigarettes Nicotine replacement 
therapy interventions useful for smoking related aggression issues? 
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Phone triage 
Two clinicians noted that there was no section of the CPG that referred specifically to 
violence risk assessment in telephone triage. Clinicians noted that tele-triage 
presents added difficulties as clinicians are unable to visually assess for warning 
signs, appearance and behaviour. It was suggested that a section on violence risk 
assessment via the telephone be added to the CPG. 
 
Home visiting  
Crisis Assessment Team staff (who also work in MH triage) noted that home visiting 
presents risks for violence to staff, and highlighted the importance of assessing 
potential risks of violence (at triage) before deploying CAT teams to attend a home-
based assessment. Participants suggested that during home visits, staff should not 
stand too close to service-user, and make sure they have access to an exit. Other 
suggestions included ensuring the team is aware of your expected arrival and 
departure times, and that contingencies are put in place to respond if staff do not 
return within expected timeframes.   
3.5.2 Pilot test 
The CPG was also formally pilot-tested for clinical relevance and usability by 12 
Emergency Department and Mental Health triage clinicians. Of the 12 Clinicians, 10 
rated each section of the CPG, and two did not rate the CPG. The findings indicated 
that consensus was achieved for items 1, 3,5,6,7,and 8. Items 2,4,9 and 10 did not 
achieve consensus. Item 2 sought feedback about the complexity of using the CPG 
in practice, and it was found that three of the 10 clinicians found the CPG too 
complex, and one was undecided. Item 4 sought feedback on whether the CPG 
provides a structured approach for violence risk assessment, and the results 
indicated that three clinicians disagreed with the statement, and four clinicians were 
undecided. Item 9 sought feedback on whether the CPG helped with the clinician’s 
level of confidence in assessing for risk of violence, and the results showed that one 
clinician disagreed with this statement, and seven were undecided. Item 10 sought 
feedback on whether the CPG was time consuming to use in practice, and the 
findings indicated that four clinicians found the CPG time consuming, and two were 
undecided. Table 107 (below) presents the ratings assigned by triage clinicians for 
the 10 items of the pilot test.   
 
Table 100. Ratings assigned by triage clinicians for the 10 items of the Pilot Test.   
                Pilot test questions 1-10 
1 2 3 4 5 6 7 8 9 10 
 2  1 1    1 2 
3 4  2 1 1    2 
 1 1 4 1  2 2 7 2 
4 1 7 2 6 6 3 3 2  
Rating 
1 
2 
3 
4 
5 
 
 
3 
 
10 
2 
 
10 
2 
 
10 
1 
 
10 
1 
 
10 
3 
 
10 
5 
 
10 
5 
 
10 
 
 
10 
4 
 
10 
 
Eleven clinicians provided written feedback on the CPG, however, not all sections of 
the CPG were commented on. There was minimal written feedback; however, what 
feedback was provided was highly useful for making sense of the results attained in 
the content validity component of the pilot test (described above).  
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Overall clinicians found the CPG clear and easy to follow, and agreed that the 
language used in the CPG was clear and easy to understand. Most participants 
found the CPG helpful in identifying service-users who may be at risk of violence, 
and also useful for developing greater consistency in triage decision-making about 
risk of violence. The CPG was viewed by participants as being useful for assisting 
clinicians with differing levels of experience identify risk of violence, and overall the 
CPG was viewed as a useful triage resource, especially in its application for training.  
 
Several participants commented that there was too much information contained in 
the CPG, and one participant made reference to the method section as being too 
detailed. Additionally, clinicians commented that in a time-pressured environment it 
would be difficult to refer to the document because of its size. Two clinicians stated 
that a quick reference tool listing best evidence for risk factors for violence would be 
helpful.  
 
The written feedback attained in the Pilot Test was consistent with that provided by 
the expert panels.  
 
3.5.3 Service User feedback 
 
The main aim of this component of the project was to gather specific feedback from 
service-users about the level of consumer focus evident in both the language usage 
and recommendations for practice put forward in the CPG. NHMRC stipulates that 
Guidelines should be relevant  
 
Despite extensive efforts at Alfred and Melbourne Health to recruit a group of 10 
service-users to provide feedback on the (draft) Guideline, only four participated in 
the study. Of the four consumers who participated, all were mental health 
consumers, and two chose to remain anonymous. In spite of the small numbers of 
consumer participants, the quality of the feedback given was excellent and has made 
an important contribution to the development of a consumer focused Clinical Practice 
Guideline.  
Service-user focus 
Of the four service-users that participated in the study, two rated the CPG  as having 
a ‘strong service-user focus’, one rated the CPG as having a ‘moderate service-user 
focus’, and one rated the CPG as having a ‘slight service-user focus’. 
 
One service-user stated “I prefer the term ‘service-user’ as opposed to ‘consumer’”.  
Conversely, another service-user suggested that the term ‘service-user’ be replaced 
by the term ‘person’. The rationale given for this was that the term ‘person/people’ is 
more “respectful” than service user. Another rationale provided was that “many 
people seen by triage do not meet the criteria [for service] and are turned away, 
remaining as people and not service-users”.  
 
One service-user suggested that “having a service-user focus means focusing on 
service-user priorities” 
 
One service-user commented that “statements such as “clinicians should be 
empathic towards service-users and sensitive to their needs” shows good service-
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user focus”. The same service-user noted that “statements such as “communication 
should be respectful and non-threatening” will assist in defusing aggression”. 
 
One service-user commented that … “the communication strategies in your guideline 
have a strong service-user focus”. 
 
One service-user pointed out that “triage services also see and assess non mental 
health people…non mental health people can also be ‘suspicious’ or have ‘thinking 
disturbances’ or be ‘intoxicated’…this is a very important point”. 
Language usage 
Of the four service-users that participated in the study, two rated the language usage 
in the CPG as ‘very respectful’, one rated the CPG as having a ‘respectful, but needs 
slight improvement in wording’, and one rated the CPG as having a ‘slightly 
disrespectful language’. 
 
One service-user noted that the topic of managing violence in people with mental 
illness is a difficult one, and finding language that is ‘always respectful’ is challenging. 
The same service-user noted that …“nevertheless, guidelines are needed to deal 
with the problem. Your guidelines clearly state how this problem should be dealt with, 
which avoids confusion in your staff and yet is still respectful of consumers”. 
 
One service-user commented that “language used [by clinicians] needs to be clear, 
especially when the service-user is unwell” 
 
Other feedback  
Mental health diagnosis 
One service-user expressed the opinion that clinicians should not “generalise about 
people with specific diagnoses. A clinical approach [reflects] little understanding of 
traumas that might cause a person to become very distressed. Trauma is caused by 
the situation an unwell person is in, not the diagnosis. We are more than just the 
diagnosis”. This comment was supported by another service-user who stated that a 
person’s diagnosis should not be “seen as a priority”, and that staff should avoid 
“discriminating against people with these diagnoses”.  
Tobacco policy 
One service-user suggested that the tobacco policies introduced into most Victorian 
hospitals could problematic for many service-users that smoke: “ the new tobacco 
policies…could possibly a source of anxiety and aggression”. The same service-user 
suggested that “tobacco should be included in any definition of substance abuse”. 
Violence 
According to one service-user, “violence is behavioural and is usually a 
response/reaction to a situation or circumstance”.  
 
One service-user stated that causes for service-user violence may be related to: 
 
• “Their history of being victims of violence themselves” 
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• “Their previous history of ‘forced treatment’ by services such as: seclusion, 
Community Treatment Orders, High Dependency Units, electroconvulsive 
treatment” 
 
Recommendations for practice 
One service-user stated that designated interview rooms should be used for 
assessment to ensure the safety of the public, staff and service-users. 
 
One service-user suggested that it needs to be clearly stated in the guideline that a 
intoxication from a combination of alcohol and other drugs leads to a higher risk of 
violence than a single substance. 
 
One service-user stated that staff should speak in a calm manner when addressing 
agitated service-users, as this can help defuse potential aggression. 
 
One service-user pointed out that clinicians who communicate in a very directive, 
rigid manner may increase the risk of service-user violence. 
 
One service-user suggested that debriefing post an incident of violence should be 
offered to service-users as well as staff.  
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3.6 Developing the Clinical Practice Guideline 
 
The (draft) CPG was developed from the results attained in the systematic review. 
The Guideline Development Team reviewed a number of examples of CPGs to assist 
in developing the structure and format of the CPG. Traditionally, CPGs developed 
using NHMRC methodology have summarised evidence derived form the systematic 
review and developed ‘evidence statements’ and recommendations for practice. This 
format is ideal for guiding best practice in interventions for managing disease/ illness.  
 
In the present study, the aim of the systematic review was to identify risk factors for 
service-user violence, so that these risk factors can be used to guide clinical 
decision-making in relation to assessing the risk violence. Thus, in the CPG, risk 
factors are organised into tables that provide a grading on the strength of the 
evidence, and are intended to be used as the ‘evidence statements’. The practice 
recommendations provided in the CPG are categorised as ‘good practice points’ and 
are derived from expert opinion and research specific to violence prevention and 
management. Much of this research is qualitative, and therefore was unable to be 
included in the systematic review.  
3.6.1 Revisions to the (draft) Clinical Practice Guideline  
 
A total of 54 revisions were made to the draft CPG in response to feedback attained 
from the Expert Panels, Pilot Test, and Service-Users.  
 
The most significant areas of revision made to the CPG were: 
 
• Improving the clarity of the instructions given in the ‘how to use this Guideline’ 
section, with greater focus on using the evidence –based risk factors for 
assessing risk of violence  
 
• Reducing the depth of content in the methods section. Referring users to the 
report for further detail on study design and method. 
 
• Included a brief triage decision-assist tool incorporating risk factors with the 
highest evidence levels, and including suggested triage categories and action 
statements 
 
• Developing a section on violence risk assessment via the telephone 
(telephone triage) 
 
• Clarifying terminology identified as problematic  
 
• Including consumer perspectives 
 
• Further developing communication strategies  
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4. Limitations of the study  
 
This study identified a large body of research that has, using various research 
designs and methods, investigated violence in healthcare. The limitations of this 
study are predominantly related to issues associated with the methodological 
framework underpinning the study (NHMRC guidelines for developing guidelines). 
NHMRC methodology recognises (high quality) quantitative research as the most 
robust type of research (evidence) to guide practice, which is appropriate for studies 
related to disease and pathology. Violence, on the other hand, is a human 
phenomenon involving interplay of complex bio/psycho/social factors that are difficult 
to measure and quantify. The inclusion criteria for this study precluded an 
investigation of qualitative studies, which may have offered valuable contributions to 
the development of the CPG, particularly in relation to recommendations for practices 
such as communication with service users who may be at risk of violence.  
 
Additionally, due to the large number and variation (lack of homogeneity) of risk 
factors identified in the included studies as significant to service-user violence, and 
the fact that not all studies reported effect size, it was outside the scope of this study 
to calculate the overall effect size for each risk factor. Combining results for the effect 
size for each risk factor would have achieved greater statistical power, and therefore 
increased the robustness of these results. 
 
Another significant limitation of the study was its intrinsic focus on risk factors for 
violence. While the study was able to identify risk factors for violence, it was outside 
the scope of the review to identify interventions for managing actual episodes of 
violence.  
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The following tables describe studies that were not included in the review because 
they were conducted in a study setting or population group outside of the scope of 
the review. Studies presented here had samples drawn from populations that did not 
fit the eligibility criteria. These studies were largely conducted within health care 
environments that were not generalisable to triage settings, or concerned measures 
of community violence measured within specific subsets of the community. These 
references are presented as an aid to future violence research. This list of references 
is not intended to be exhaustive. Additionally, as some studies were assessed on the 
basis of their abstract alone, please note that study designs listed here may be 
inaccurate in a minority of cases. 
 
 
Table 101. Studies conducted in forensic inpatient units / studies regarding offender 
populations with mental health issues in institutional settings 
Source Design Level 
(Bjorkly, 1999) Cross-sectional IV 
(Coid, 2002) Cross-sectional IV 
(Daffern, Ferguson, Ogloff, Thomson, & Howells, 
2007) 
Prospective cohort II 
(Daffern, Howells, & Ogloff, 2007) Prospective cohort II 
(Daffern, Mayer, & Martin, 2003) Cross-sectional IV 
(Daffern, Mayer, & Martin, 2006) Cross-sectional IV 
(Daffern, Ogloff, Ferguson, & Thomson, 2005) Prospective cohort II 
(Daffern, Ogloff, & Howells, 2003) Prospective cohort II 
(Decaire, Bedard, Riendeau, & Forrest, 2006) Cross-sectional IV 
(Dernevik, 1998) Cross-sectional IV 
(Dernevik, Grann, & Johansson, 2002) Prospective cohort II 
(de Vogel & de Ruiter, 2005) Case-control study III-3 
(de Vogel & De Ruiter, 2006) Prospective cohort II 
(M. Dolan & Fullam, 2007) Retrospective cohort III-3 
(M. C. Dolan & Rennie, 2006) Prospective cohort II 
(Douglas, Hart, & Kropp, 2001) Retrospective cohort III-3 
(Doyle & Dolan, 2006a) Prospective cohort II 
(Doyle, Dolan, & McGovern, 2002) Prospective cohort II 
(Edens & Campbell, 2007) Meta-analysis I 
(Edens, Poythress, & Lilienfeld, 1999) Retrospective cohort III-3 
(Edens, Poythress, & Watkins, 2001) Retrospective cohort III-3 
(Fearnley & Williams, 2001) Cross-sectional IV 
(Gray et al., 2003) Prospective cohort II 
(Grevatt, Thomas-Peter, & Hughes, 2004) Retrospective cohort III-3 
(L. Guy, Edens, Anthony, & Douglas, 2005) Meta-analysis I 
(L. S. Guy & Douglas, 2006) Cross-sectional IV 
(Heilbrun et al., 1998) Prospective cohort II 
(Hildebrand, de Ruiter, & Nijman, 2004) Prospective cohort II 
(Hill, Neumann, & Rogers, 2004) Prospective cohort II 
(Hillbrand, 2001) Retrospective cohort III-3 
(Hinsby & Baker, 2004) Qualitative n.a. 
(Hoptman, Yates, & Patalinjug, 1999) Prospective cohort II 
(Marshall, Egan, English, & Jones, 2006) Retrospective cohort III-3 
(McDougall, 2000a) Cross-sectional IV 
(McDougall, 2000b) Cross-sectional IV 
(McKenzie & Curr, 2005) Retrospective cohort III-3 
(Macpherson & Kevan, 2004) Prospective cohort II 
(Nicholls, Brink, Desmarais, Webster, & Martin, 
2006) 
Prospective cohort II 
 115 
(Ogloff & Daffern, 2006) Prospective cohort II 
(Price, David, & Otis, 2004) Cross-sectional IV 
(Quinsey, Jones, Book, & Barr, 2006) Prospective cohort II 
(R. Rogers et al., 2000) Prospective cohort II 
(P. Rogers, Watt, Gray, MacCulloch, & Gournay, 
2002) 
Retrospective cohort III-3 
(Smith & Waterman, 2006) Cross-sectional IV 
(Spain, Douglas, Poythress, & Epstein, 2004) Prospective cohort II 
(Steele, Darjee, & Thomson, 2003) Retrospective cohort III-3 
(Stompe, Ortwein-Swoboda, & Schanda, 2004) Retrospective cohort III-3 
(Strand & Belfrage, 2001) Retrospective cohort III-3 
(Stubner, Gro, & Nedopil, 2006) Cross-sectional IV 
(Walters, 2003) Meta-analysis I 
(Wang & Diamond, 1999) Retrospective cohort III-3 
(Woods, Reed, & Collins, 2001) Cross-sectional IV 
(Woods, Reed, & Collins, 2004) Cross-sectional IV 
(Woods, Reed, & Robinson, 1999) Cross-sectional IV 
 
Table 102. Studies conducted in specialist epilepsy treatment facilities 
Source Design Level 
(Bogdanovic, Mead, & Duncan, 2000) Descriptive n.a. 
 
Table 103. Studies conducted in specialist substance misuse treatment facilities 
Source Design Level 
(Palmstierna & Olsson, 2007) Prospective cohort II 
(Rajesh & Day, 2005) Cross-sectional IV 
 
Table 104. Studies conducted in Veterans Affairs facilities 
Source Design Level 
(Blow et al., 1999) Retrospective cohort III-3 
(Hodgson et al., 2004) Cross-sectional IV 
(Hwang, Tsai, Yang, Liu, & Lirng, 1999) Cross-sectional IV 
(Lanza, Kayne, Gulliford, Hicks, & Islam, 1997) Prospective cohort II 
(Lanza, Zeiss, & Rierdan, 2006) Cross-sectional IV 
(Lehmann, McCormick, & Kizer, 1999) Cross-sectional IV 
(O'Hara et al., 2002) Prospective cohort II 
(Souder, Heithoff, O'Sullivan, Lancaster, & Beck, 
1999) 
Cross-sectional IV 
 
Table 105. Studies conducted in domiciliary aged-care facilities (e.g. nursing homes) 
Source Design Level 
(Bowie et al., 2001) Prospective cohort II 
(Brodaty et al., 2001) Cross-sectional IV 
(Cohen-Mansfield & Werner, 1998) Prospective cohort II 
(Gruber-Baldini, Boustani, Sloane, & Zimmerman, 
2004) 
Cross-sectional IV 
(Léger et al., 2002) Cross-sectional IV 
(Low, Brodaty, & Draper, 2002) Cross-sectional IV 
(McCarthy, Blow, & Kales, 2004) Cross-sectional IV 
(Souder et al., 1999) Prospective cohort II 
 
 
Table 106. Studies related to community violence perpetrated by adolescent service-user / 
substance abusing samples 
Source Design Level 
(Connor, Steingard, Cunningham, Anderson, & 
Melloni, 2004) 
Cross-sectional IV 
(Enebrink, Langstrom, & Gumpert, 2006) Prospective cohort II 
(Fehon, Grilo, & Lipschitz, 2001) Cross-sectional IV 
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(Fehon, Grilo, & Lipschitz, 2005) cross-sectional IV 
(Marshall et al., 2006) Retrospective cohort III-3 
(Mezzich et al., 1997) Cross-sectional IV 
 
Table 107. Studies related to community violence perpetrated by adult service-user / substance 
abusing samples 
Source Design Level 
(Alia-Klein, O'Rourke, Goldstein, & Malaspina, 
2007) 
Retrospective cohort III-3 
(Appelbaum, Robbins, & Monahan, 2000) Retrospective cohort III-3 
(Arango, Bombín, González-Salvador, García-
Cabeza, & Bobes, 2006) 
Analysis of prognostic factors among 
controls in RCT 
III-2 
(Beck, 2004) Retrospective-cohort III-3 
(Boles & Johnson, 2001) Cross-sectional IV 
(Carroll, Pantelis, & Harvey, 2004) Cross-sectional IV 
(Castrogiovanni, Pieraccini, & Di Muro, 1998) Cross-sectional IV 
(Corrigan & Watson, 2005) Cross-sectional IV 
(Crocker et al., 2005) Prospective cohort II 
(Dean et al., 2006) Retrospective cohort III-3 
(Dean et al., 2007) Retrospective cohort III-3 
(M. Dolan & Davies, 2006) Prospective cohort II 
(Douglas, Ogloff, Nicholls, & Grant, 1999) Prospective cohort II 
(Doyle & Dolan, 2006b) Prospective cohort II 
(Edens, Skeem, & Douglas, 2006) Retrospective cohort III-3 
(Elbogen, Van Dorn, Swanson, Swartz, & 
Monahan, 2006) 
Cross-sectional IV 
(Fresan, Apiquian, Nicolini, & Cervantes, 2007) Retrospective cohort III-3 
(Fulwiler, Grossman, Forbes, & Ruthazer, 1997) Prospective cohort II 
(Grisso, Davis, Vesselinov, Appelbaum, & 
Monahan, 2000) 
Prospective cohort II 
(Harris, Rice, & Camilleri, 2004) Retrospective cohort III-3 
(Hartvig, Alfarnes, Ostberg, Skjonberg, & Moger, 
2006) 
Prospective cohort II 
(Hiday, Swartz, Swanson, Borum, & Wagner, 
1998) 
Analysis of prognostic factors in RCT III-2 
(Hiday, Swanson, Swartz, Borum, & Wagner, 
2001) 
Analysis of prognostic factors in RCT III-2 
(Hindler, 1999) Case-control study III-3 
(Hodgins, Hiscoke, & Freese, 2003) Prospective cohort II 
(Johnson et al., 1998) Retrospective cohort III-3 
(McFarlane, Schrader, Bookless, & Browne, 
2006) 
Cross-sectional IV 
(McNiel, Eisner, & Binder, 2000) Retrospective cohort III-3 
(McNiel, Eisner, & Binder, 2003) Retrospective cohort III-3 
(Milton et al., 2001) Retrospective cohort III-3 
(Monahan et al., 2000) Prospective cohort II 
(Monahan et al., 2005) Prospective cohort II 
(Moran et al., 2003) Prospective cohort II 
(Mulvey et al., 2006) Retrospective cohort III-3 
(Robbins, Monahan, & Silver, 2003) Retrospective cohort III-3 
(Salloum, Cornelius, Mezzich, & Kirisci, 2002) Case-control III-3 
(Skeem & Mulvey, 2001) Retrospective cohort III-3 
(Skeem, Miller, Mulvey, Tiemann, & Monahan, 
2005) 
Retrospective cohort III-3 
(Tomasson & Vaglum, 1998) 
Retrospective, then prospective 
cohort 
II 
(Silver, 2000) Prospective cohort II 
(Silver, Mulvey, & Monahan, 1999) Retrospective cohort III-3 
(Skeem, Mulvey, & Lidz, 2000) Retrospective cohort III-3 
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(Skeem et al., 2006) Prospective cohort II 
(Steadman et al., 2000) Prospective cohort II 
(J. Swanson et al., 1997) Cross sectional IV 
(J. Swanson et al., 1998) 
Analysis of factors among control 
group in RCT 
III-2 
(J. Swanson, Borum, Swartz, & Hiday, 1999) Analysis of prognostic factors in RCT III-2 
(J. W. Swanson et al., 2002) Retrospective cohort III-3 
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(Swartz et al., 1998a) Retrospective cohort III-3 
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(Teasdale, Silver, & Monahan, 2006) Retrospective cohort III-3 
(Thomas et al., 2005) Retrospective cohort III-3 
(Vevera, Hubbard, Vesely, & Papezova, 2005) Retrospective cohort III-3 
(Vitacco, Neumann, & Jackson, 2005) Retrospective cohort III-3 
(Walsh et al., 2004) Prospective cohort II 
(Wallach & Mairaz, 2008) Cross-sectional IV 
 
Table 108. Studies related to violent crime perpetrated by service-user / substance abusing 
samples 
Source Design Level 
(Bovasso, Alterman, Cacciola, & Rutherford, 
2002) 
Prospective cohort II 
(Buckley, Hrouda, Friedman, & Noffsinger, 2004) Case-control III-3 
(Brekke, Prindle, Bae, & Long, 2001) Prospective cohort II 
(Claix & Pham, 2004) Cross-sectional IV 
(Davies, Clarke, Hollin, & Duggan, 2007) Prospective cohort II 
(Elbogen, Mustillo, Dorn, Swanson, & Swartz, 
1998) 
Cross-sectional IV 
(Fazel & Grann, 2006) Retrospective cohort III-3 
(Gunilla, 2001) Cross-sectional IV 
(Hanson, 1999) Prospective cohort II 
(Hodgins & Muller-Isberner, 2004) Retrospective cohort III-3 
(Kaliski, 2002) Retrospective cohort III-3 
(Kjelsberg, 2002) Cross-sectional IV 
(Lafayette, Frankle, Pollock, Dyer, & Goff, 2003) Cross-sectional IV 
(Maden, Scott, Burnett, Lewis, & Skapinakis, 
2004) 
Prospective cohort II 
(Mueser et al., 2006) 
Analysis of factors among control 
group in RCT 
III-2 
(Munkner, Haastrup, Joergensen, & Kramp, 2005) Prospective cohort II 
(McMahon, Butwell, & Taylor, 2003) Retrospective cohort III-3 
(Scott et al., 1998) Retrospective cohort III-3 
(Soyka, Graz, Bottlender, Dirschedl, & Schoech, 
2007) 
Retrospective cohort III-3 
(Soyka, Morhart-Klute, & Schoech, 2004) Prospective cohort II 
(Sreenivasan et al., 1997) Retrospective cohort III-3 
(Sreenivasan, Kirkish, Shoptaw, Welsh, & Ling, 
2000) 
Retrospective cohort III-3 
(Theriot & Segal, 2005) Retrospective cohort III-3 
(Wallace et al., 1998) Case-control III-3 
(Wallace, Mullen, & Burgess, 2004) Case- control III-3 
(Wessely, 1997) Retrospective cohort III-3 
(Wessely, 1998) Retrospective cohort III-3 
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Table 109. Studies appraising violence risk assessment methods (clinical, actuarial, structured 
clinical judgement) 
Source Design Level 
(Douglas, Ogloff, & Hart, 2005) Prospective cohort II 
(Fuller & Cowan, 1999) Prospective cohort II 
(Grann & Langstrom, 2007) Prospective cohort II 
(Haim, Rabinowitz, Lereya, & Fennig, 2002) Cross-sectional IV 
(Hart, Michie, & Cooke, 2007) Cross-sectional IV 
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(Mulvey & Lidz, 1998) Case- control III-3 
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1. Background 
 
This work was undertaken by The University of Melbourne to develop an evidence 
based guideline for violence risk assessment at triage. The guideline was developed 
according to the National Health and Medical Research Council’s (NHMRC) 
methodology for the development of Clinical Guidelines, outlined in; A guide to the 
development, implementation and evaluation of clinical practice guidelines.  
 
This guideline has been designed specifically for use as a decision-assist resource at 
triage. This guideline takes into consideration the requirement for triage resources to 
be readily accessible, concise and user-friendly. The full version of the clinical 
practice guideline, which includes detailed findings of a systematic review of literature 
relevant to violence risk assessment at point-of-entry to health services is available 
for download from the Nurses Board of Victoria website (www.nbv.org.au). 
1.1 What are clinical practice guidelines? 
 
Clinical practice guidelines are systematically developed statements that have been 
synthesized from current best evidence, to assist health care practitioners in decision 
making for specific clinical circumstances. The main purpose of clinical practice 
guidelines is to achieve better outcomes for service-users by improving the practice 
of health care professionals. 
1.2 Terminology 
 
Advance Directive 
A document containing the instructions of a person with mental health problems 
setting out their requests in the event of a relapse, an incident of disturbed/violent 
behaviour or other crises. It outlines their preferences for treatment, and also 
treatments they do not want to receive.  
 
Area Mental Health Services Triage 
Access to Area Mental Health Services (AMHS) is facilitated by triage systems. Area 
Mental Health Triage Services may be located within the emergency department, 
community mental health services and tele-health call centres. As with generalist 
triage systems, all referrals to AMHS triage are categorized according to clinical 
urgency using triage rating scales, or systems that prioritise service provision for 
those most in need5.   
 
Service-user 
Within this guideline, the term ‘service-user’ is used to describe people who access 
health services. This includes generalist healthcare service-users and mental 
healthcare service-users. The term ‘service-user’ was selected over ‘patient’ or 
‘consumer’, as many people who access services such as Area Mental Health triage 
                                                 
5
 Sands, 2004 
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services, telephone triage, or call centre health services may not require further 
treatment or care.  
 
Violence 
The definition of violence used in this guideline is derived from the World Health 
Organization; World Report on Violence and Health (2002).  WHO define violence as 
the intentional use of physical force against another person that may, or may not, 
result in actual harm. 
 
The definition of violence in use in this guideline is specific to service-user initiated 
violence directed towards healthcare workers, other service-users, or members of the 
general public present in healthcare settings. ‘Violence’ as defined by this guideline, 
does not include other forms of community-based violence such as violence toward 
property, domestic violence, and sexual violence. 
 
 
Triage 
Triage services provide a single point of entry through which service-users can 
access public healthcare services. Triage is the process by which a clinician 
assesses a service-user’s clinical urgency. Service-users are categorized into groups 
using a standard urgency rating scale or structure.6   
 
 
Risk 
The probability of an adverse health-related event that may, or may not, occur. The 
definition of risk used in this guideline pertains specifically to clinical risk in health.  
 
Risk factor 
A marker or indicator connected to the characteristics of a person, a group of people, 
the environment, or an event that is associated with an increased risk of an adverse 
event. 
 
Risk assessment 
The process of gathering and evaluating information to assist in decision-making 
regarding the likelihood of an adverse event. 
 
Special populations 
Populations of service-users with characteristics that fall outside of usual, adult 
populations, or those populations with special needs requiring specialist healthcare 
approaches. Examples include: adolescents, the elderly,  people with mental health 
problems, and people from minority cultural groups who have specific needs.  
1.3 Aims of the guideline 
 
To provide a decision-assist tool to guide clinicians in the routine assessment of the 
risk of violence in service-users presenting at point of entry to health services (e.g. 
triage). The guideline aims to utilise the highest level of evidence to inform the early 
identification of risk factors for violence, and the initiation of appropriate service 
responses to prevent an actual incident of violence. The guideline is not intended to 
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assist clinicians with aggression management; rather, its focus is specifically on the 
early identification and prevention of violence. 
1.4 Disclaimer 
 
The recommendations contained within this guideline may not be appropriate for use 
in all clinical settings or circumstances. Clinical practice guidelines aim to simplify 
decision making by providing a synthesis of evidence that supports good practice.  
Clinical decisions must be considerate of legal frameworks, policies, available 
resources, the service-user’s individual circumstances, and clinician knowledge and 
scope of practice. 
1.5 Legal preface 
 
Violence risk assessment in healthcare settings must be conducted within the 
framework of the existing legal and ethical requirements that govern practice. All 
states and territories in Australia have specific laws related to the legal dimensions of 
violence, which have been enacted to provide mechanisms to ensure public safety. 
Clinicians working at triage should be familiar with the legal, ethical and policy 
frameworks that govern health care practice.  
 
This guideline provides current best evidence for violence risk assessment as it 
pertains to triage practice. Adherence to best practice is a measure of quality in 
service provision. According to NHMRC (1999), the content of guidelines may be 
produced as evidence for what constitutes reasonable conduct by a health care 
practitioner. Clinicians should be familiar with the recommendations set out in the 
guideline, however, the guideline must be used as a “general guide subject to the 
practitioners expert judgment in each case” (NHMRC, 1999, p.6). 
1.6 Who is this guideline intended for? 
 
This guideline is of relevance to healthcare professionals who work in clinical settings 
in which initial health assessment is performed. This may include: 
 
• Emergency Departments 
• Area Mental Health Triage Services 
• Crisis Assessment Teams 
• Primary healthcare settings 
• Tele-health call centres 
 
This guideline is also relevant to healthcare service-users, families and carers. A key 
aim of the guideline is the early identification of violence risk, which is underpinned 
by the overall goal of creating safer environments for health service-users. 
1.7 Groups covered by the guideline 
 
The majority of triage services provide point of entry assessment across the lifespan 
for all members of the population. The recommendations put forward in this guideline 
cover triage assessment of: 
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• Adolescents 
• Adults 
• Aged persons
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2. Method 
2.1 Systematic review 
 
The research design employed in the development of this guideline was based on 
the National Health and Medical Research Council’s (NHMRC, 1999) methodology 
for the development of Clinical Guidelines, outlined in; A guide to the development, 
implementation and evaluation of clinical practice guidelines. One of the main 
principles of guideline development is that they should be developed from the best 
available evidence, and this evidence must be evaluated with rigorous and 
systematic review methods. 
 
The purpose of a systematic literature review is to evaluate and interpret all 
available research evidence relevant to the research question. In this approach,  
all relevant primary research is identified, a standardised appraisal of study quality is 
made, and the studies of acceptable quality are systematically synthesised. This 
method is distinct from a traditional literature review, where previous studies are 
described, but not systematically identified, assessed for quality and synthesised. 
 
A systematic review of the literature identified the highest level of evidence on risk 
factors for service-user violence. A clinical practice guideline was developed from this 
systematic review. A full report on the project is available at www.nbv.org.au.  
2.2 Research question 
 
The systematic review aimed to answer the following question:  
 
‘What are the risk factors for service-user violence in acute healthcare 
settings?’ 
 
The following related questions were used to guide the review:  
 
• What factors do service-users and staff report as increasing the risk of violent 
behaviour? 
• What are the warning-signs of imminent service-user violence?  
• What are the risk factors for service-user violence in acute healthcare settings? 
• Which risk factors for violence have predictive validity? 
• Which violence risk assessment instruments reliably predict imminent violence 
in health-care settings? 
• Which violence risk assessment methods are most valid in triage settings? 
2.3 Search strategies 
 
The systematic review sought to identify all relevant published literature applicable to 
the above research questions. This process involved a manual web-search for any 
unpublished literature relevant to the topic, as well as an exhaustive search of 
medical, nursing and psychiatric databases for relevant peer reviewed journal 
articles. Literature was included in the review if it was written in English, was 
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published in, or after, 1997, concerned topics relevant to any of the research 
questions, and satisfied quality grading appraisals.  
 
Searches were conducted on relevant Clinical Practice Guideline search databases 
to identify other organizations, as well as individual pieces of unpublished literature 
that were not contained in the preliminary list. Relevant Clinical Practice Guideline 
databases searched included:  
 
o The Cochrane Library 
o Consensus Guidelines (http://www.psychguides.com/) 
o National Clinical Guidelines Database (NeLH) 
o Royal College of Physicians guidelines database 
o US National Guideline Clearing house (http://www.guideline.gov/) 
 
The web sites of the following organizations and databases were searched for 
relevant published and unpublished literature: 
 
• American Psychiatric Association 
• American Psychiatric Nurses Association 
• Australasian College for Emergency Medicine 
• Australian Institute of Criminology 
• British Medical Journal Guidelines 
• Canadian Medial Association 
• Centre for evidence-based mental health 
• The Cochrane Library 
• Consensus Guidelines (http://www.psychguides.com/) 
• Department of Human Services 
• eMJA – Medical Journal of Australia guidelines 
• HORATIO 
• US Health Services Technology Assessment Text 
• International Council of Nurses 
• International Labour Organization 
• Joanna Briggs Institute 
• National Clinical Guidelines Database (NeLH) 
• National Institute of Clinical Studies (NICS) 
• National Safety Council of Australia 
• New Zealand Guidelines Group 
• NHMRC 
• Royal Australian & New Zealand College of Psychiatrists 
• Royal College of Nursing 
• Royal College of Physicians guidelines database 
• Royal College of Psychiatrists  
• SBU - The Swedish Council on Technology Assessment in Health Care 
• SIGN – Scottish Intercollegiate Guideline Network 
• US National Guideline Clearing house (http://www.guideline.gov/)  
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In order to identify relevant peer-reviewed journal articles, the following online 
databases were searched: 
 
• CINAHL 
• EMBASE 
• MEDLINE 
• PsycINFO 
• Ovid 
 
To assist with the development of thorough and appropriate search terms, a brief, 
preliminary search of these databases was conducted in relation to ‘violence risk 
assessment’ and triage.  
 
A search of online databases was conducted using key words related to the following 
concepts (see Table 1). For a full review of all search terms used in the systematic 
review see the Final Report. 
 
 
Table 1. Synopsis of search terms used to locate peer-reviewed journals 
Population/setting Study Factor 1 - Violence Intervention –  
Risk assessment 
• Triage 
• Mental health triage 
• Forensic units 
• Emergency Department 
(ED) 
• In-patient psychiatry 
• Community-based 
psychiatry 
• People with mental illness 
• Criminal offenders 
• Violence 
• Aggression 
• Assault 
• Abuse 
• Dangerousness 
• Recidivism 
• Criminal 
offences/convictions 
• Risk assessment 
• Risk appraisal 
• Risk factor 
• Risk marker 
• Risk indicator 
• Predictor 
• Antecedent 
• Precipitant 
• Warning signs 
 
 
No articles were found directly related to violence risk assessment within triage 
services, however, the search revealed several related domains of research that 
informed the development of the guideline.  
 
These research domains included studies that investigated: characteristics and 
behaviours of health service-users that may predict violence, characteristics and 
behaviours of clinicians that may predict violence, violence in community health care, 
violence in emergency departments, violence among special populations such as 
adolescents and aged persons, and violence by people with mental health issues, 
particularly that within inpatient psychiatric units, forensic settings, and community 
mental health.  
 
These domains also correspond to the provision of triage service more generally, 
which encompasses point-of-entry assessment of people of all ages, cultures and 
conditions, in varying states of ill-health (see Figure 1 below).  
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Figure 1. Domains of research relevant to systematic review/ Domains of triage service 
provision 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Following the retrieval of articles, the reference lists of relevant articles were 
examined to locate other relevant articles that may not have been detected. This 
process was also used to generate search terms that were incorporated into the main 
search strategy. 
2.4 Selecting relevant literature 
 
After unpublished literature and journal articles were retrieved by the search they 
were sifted according to the following process. 
 
1) First sift of relevant literature identifies articles that meet the inclusion criteria, and 
are relevant to the overall study on the basis of their title and/or abstract These 
papers were read by one reviewer to determine their relevance. If they were deemed 
to be relevant they were read and checked by a second reviewer. 
 
2) Articles were critically appraised by one reviewer. A sample of 50 percent of the 
total number of articles selected were critically appraised by a second reviewer to 
establish inter-rater reliability. 
 
3) All final included studies were critically appraised by three or more reviewers. 
2.4.1 Critical appraisal of the evidence 
 
Standardized methods outlined in NHMRC7 were used to assess the level of 
evidence identified by the systematic review. Levels of evidence are determined by 
                                                 
7 How to use the evidence: assessment and application of scientific evidence (NHMRC 2000b). 
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measuring the appropriateness of the study design to the topic of enquiry, or 
research question. 
 
As well as considerations of the level of evidence of studies, the quality of the 
research must also be investigated to ensure it meets the stringent criteria necessary 
to guide best practice. The quality of the evidence identified by the systematic review 
was assessed by evaluating the research methods employed by each study. Studies 
with a low quality of evidence were excluded from the review. 
 
Results 
 
The systematic review identified 6847 studies in the initial literatures searches that 
were thematically related to the topic of violence risk assessment in health. Of these 
studies, 326 met the inclusion (eligibility) criteria for the study. Following the quality 
appraisal process, a further 277 studies were excluded, leaving 49 final included 
studies. A full report on the results of the systematic review is available for download 
from www.nbv.org.au. 
2.5 Guideline development 
 
To establish the clinical validity of the guideline, an expert panel of multidisciplinary 
triage clinicians was established at two major metropolitan hospitals. Members of the 
panel were purposely selected for their expertise in both triage and violence risk 
assessment. Members of the panels were presented with the (draft) clinical practice 
guideline for review and critique with the aim of reaching consensus on the guideline 
content. Modifications were made to the guideline based on this feedback.  
 
In addition, a service-user group was established to provide input on service-users’ 
perspectives in relation to the guideline. Contributions made by expert panel 
members and service-users were incorporated into the guideline as good practice 
points.  
 
A pilot-testing instrument was used at the two participating sites to assess the utility 
of the guideline in triage clinical practice. Data was collected from triage clinicians 
regarding the useability and relevance of the guideline to clinical practice. These 
findings were incorporated to formulate the final clinical practice guideline. (For a 
complete list of the Guideline Development Team see the Final Report)  
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3. How to use this guideline 
 
This guideline should only be used to assist clinicians in assessing the imminent 
acute risk of violence, which is defined in this guideline as the intentional use of 
physical force against another person that may or may not result in actual harm 
(WHO, 2002).  
 
This guideline is not intended to be used to predict or evaluate a service-user’s 
longitudinal risk of other forms of community-based violence such as violence toward 
property, domestic violence, and sexual violence. 
 
It is anticipated that the guideline will have application as both a training resource 
and as a tool to assist clinical decision-making in assessing the risk of violence. 
Clinicians should become familiar with the risk factors for service-user violence 
through training and education programmes, and incorporate this knowledge into 
routine violence risk assessment practice.  
 
The aim of the guideline is to assist clinicians in the early identification of risk factors 
for violence, so that measures can be taken to prevent an actual incident of violence.  
3.1 Using the guideline within triage services 
 
This guideline is specifically applicable to emergency department triage settings and 
Area Mental Health triage settings that use urgency categories (triage scales) to 
determine time-to-treatment and/or time-to-assessment frameworks. Australian 
emergency department triage systems utilise the Australasian Triage Scale, while 
Area Mental Health services may, or may not, use triage scales to classify clinical 
urgency. This guideline assumes that where triage scales are in use, these 
frameworks (i.e time to treatment/assessment) will be used to classify urgency in 
relation to the prevention of violence. A triage (quick reference) decision-support tool 
incorporating evidence based risk factors for violence and suggested triage 
categories is also included as part of this guideline.  
3.2 Using the guideline within other health services 
 
The systematic review included research from a broad range of clinical settings, and 
as such the guideline is applicable to other healthcare settings where clinicians are 
required to undertake initial assessments on service-users. In the absence of 
standardised methods for categorising the urgency of clinical conditions (eg. triage 
scales), clinicians could consider using verbal descriptors such as ‘low’, ‘moderate’, 
and ‘high’ to describe and communicate the level of risk of violence.  
3.3 How to apply the evidence to violence risk assessment practice 
 
Evidence suggests that risk factors for violence are multi-factorial. In conducting 
violence risk assessment, it is important that the clinician takes into account the 
3. How to use this guideline 
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service-user characteristics, the health care environment, and clinician attributes 
such as skill, knowledge and experience when determining level of risk.  
3.3.1 Identification of risk factors 
 
Throughout the guideline tables are used to list known risk factors for violence. Risk 
factors identified in this guideline were informed by evidence that has been 
synthesized from a systematic review of the literature on risk factors for service-user 
violence. These risk factors are graded according to the strength of research that 
supports them, but are not weighted according to their predictive strength.  
 
This guideline identifies the highest level of evidence to inform clinicians about risk 
factors, but it does not identify which risk factors are more predictive of violence than 
another.  
 
Clinicians should familiarise themselves with risk factors for violence and incorporate 
this knowledge into risk assessment practice. A quick reference guide to risk factors 
is available in section 10 of this guideline. 
 
When a service-user is identified as having risk factors for potential violence, 
particularly where there is a cluster of known risk factors, clinicians should 
incorporate this information into care planning that aims to prevent an actual incident 
of violence. These dispositional decisions could involve allocating a triage category 
that reflects a more urgent time-to-treatment /time to further assessment timeframes, 
and/or higher levels of observation. In AMHS triage, the presence of significant risk 
factors for violence could indicate the need to involve police in community based 
assessments.  
 
Ratings denoting the strength of research supporting each risk factor are outlined in 
Table 1 (below). Grade A and B recommendations are informed by a high-strength 
body of evidence, whereas Grade C and D recommendations are based on lower 
strength evidence and must be applied carefully to individual clinical and 
organisational circumstances.8 
 
Table 2. Description of recommendation grades. 
Grade of 
recommendation  
Description  
A  Body of evidence can be trusted to guide practice  
B  Body of evidence can be trusted to guide practice in most situations  
C  
Body of evidence provides some support for recommendation(s) but care 
should be taken in its application 
D  
Body of evidence is weak and recommendation must be applied with 
caution  
D (GPP) 
Level D evidence. Contains a good practice point (GPP), a 
recommendation for best practice based on the experience of the guideline 
development group. 
                                                 
8
 NHMRC, 2005b 
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3.4 Recommendations for practice 
 
Throughout this guideline, recommendations are made in relation to the principles 
and practices of violence risk assessment, communication strategies, and staff and 
environmental factors significant to risk of service-user violence.  
 
Recommendations for practice outlined in this guideline were informed by literature 
accessed in the systematic review, however, due to the lack of high level studies that 
specifically focus on triage risk assessment practice, environmental and staff factors 
significant to violence, or aspects of violence risk assessment such as interview 
technique and communication strategies, the evidence levels for recommendations 
are frequently lower strength (level D) and must be applied carefully to individual 
clinical and organisational circumstances. Where possible, recommendations derived 
from recent systematic reviews9 specific to aggression management and violence in 
healthcare settings are provided. 
 
Additionally, recommendations for practice were also derived from expert opinion. 
Expert panel members, expert triage clinicians, expert mental health clinicians, and 
service-users contributed to the development of the guideline recommendations. 
Statements based on the expert opinion of consensus groups are given the 
designation of a good practice point (GPP).10 
 
Please consult the reference list for a complete list of studies used to inform the 
recommendations. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
                                                 
9NICE, 2005 
10 NICE, 2005; NHMRC, 2005b 
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4. Violence risk assessment 
4.1 Essential principles of triage service provision11 
 
Triage service provision is underpinned by the following principles: 
 
• Service provision extends to all health care service-users across the lifespan 
 
• Triage is underpinned by principles of equity of access to healthcare for all 
service-users 
 
• Triage determines and categorises time to treatment based on clinical urgency 
 
• The service provider, service recipient and the community’s have a right to a 
safe environment 
 
• Triage service provision is based upon best evidence 
 
Triage clinicians: 
 
• Work in partnership with service-users and carers 
 
• Provide person-centred care 
 
4.2 Best evidence for violence risk assessment method 
 
The systematic literature review that informed this guideline identified that there is no 
‘gold standard’ or foolproof method for conducting violence risk assessment. 
Although the evidence is not conclusive for determining the most reliable method for 
conducting violence risk assessment, best available evidence indicates that 
Structured Clinical Judgement12 provides clinicians with a useful framework to 
underpin risk assessment practice. 
 
Structured Clinical Judgement is defined as a clinical decision-making process that 
combines empirical knowledge (evidence-based information such as statistical data 
about risk factors, including standardised assessment tools) and clinical/professional 
expertise based on experience and knowledge. Structured clinical judgement places 
emphasis on the individual and is underpinned by the view that risk levels fluctuate 
depending on the stage of disease/disorder, and changes in the person’s personal 
and environmental situation. 
 
Structured clinical judgement is more flexible than approaches that rely solely on 
empirical knowledge of static risk factors. Unlike purely empirical approaches, 
                                                 
11
 Gerdtz et al. (2007) Emergency Triage Education Kit 
12
 McNiel et al., 2003; NICE, 2005; Nicholls et al.,2004; Rabinowitz & Garelik-Wyler,1999 
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structured clinical judgement considers situational factors, in addition to individual 
service-user characteristics in decision making. This process facilitates a more 
responsive approach to the service-users’ unique circumstances. In addition, the 
evidence suggests that structured clinical judgement gives greater predictive 
accuracy than clinicians’ judgement alone. 
 
 
In conducting violence risk assessment within a structured clinical judgement 
framework, the clinician must firstly gather all available information 
(bio/psycho/social) related to the service-user’s current presentation. Where possible, 
collateral information about the service-user should be sought from multiple sources. 
The information must then be evaluated to ascertain which risk factors are present, 
and the extent to which these risks, combined with situational and environmental 
factors, may indicate potential for violence. Clinicians should refer to this guideline for 
assistance with identifying key risk factors for service-user violence and 
recommendations for practice.  
4.3 Recommended principles for conducting violence risk 
assessment 
 
The following principles were drawn from the literature and expert opinion to support 
clinicians in violence risk assessment practice. General principles are presented first, 
followed by principles surrounding working with service-users and staff training. 
4.3.1. General principles 
 
• Violence risk assessment is a core component of triage practice that aims to 
ensure a safe environment for all.  
 
• Violence risk assessment involves making observations of the service-user’s 
chief complaint, history, appearance, conversation and behaviour  
 
• Where possible, triage clinicians should seek collateral information to inform 
violence risk assessment (e.g. from multiple sources). 
  
• Staff members require access to information to evaluate the history of, or 
potential for, violent behaviour in service-users.  
 
• Risk assessment is undertaken to determine whether a care plan should 
include interventions for the short-term management of violence.  
 
• Ideally, multidisciplinary input into violence risk assessment should be 
available when required (e.g. psychiatry, medicine, social work). 
 
• The outcomes of the risk assessment must be communicated to all relevant 
stakeholders within the bounds of service-user confidentiality. 
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4.3.2. Working with service-users 
 
• All service-users should be treated with dignity and respect. 
  
• Interpersonal skills such as caring and empathy facilitate engagement with 
service-users, which is important in preventing violence 
 
• Provide service-users with information about potential consequences of violent 
behaviour (e.g. clear signage in the emergency department that police may be 
called to manage violence).  
 
• Where possible, service-users at risk of violence ought to have input into their 
care planning regarding management of violent behaviour. 
  
• Service-users, carers and families from non-English speaking backgrounds 
require access to written materials in their primary language. Interpreters 
should be sought for people who have difficulties speaking English.  
 
• Service-users require access to information about their rights with regard to 
consent to treatments, complaint procedures, and access to independent 
advocacy.  
 
• Service-users need to be informed as to the reason for their detainment and 
current legal status  
 
• A service-user complaints procedure must be in place.  
4.3.3.Training 
 
• Clinicians require on going competency training to recognize potential 
aggression, antecedents, risk factors and warning signs for impending 
violence. 
 
• Clinicians require training to monitor their own verbal and non-verbal 
behaviour when conducting risk assessment.  
 
• Clinicians conducting violence risk assessment need ongoing competency 
training in risk assessment.  
 
• Clinicians require training to develop competency and skills in engaging with 
service-users.  
 
• Clinicians requires training in working with special populations, for example, 
service-users with sensory impairment, physical impairment, cognitive 
impairment, gender specific issues, youth, elderly people, and diverse ethnic 
groups 
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• Clinicians require training in de-escalating potential violence and managing 
aggression  
 
4.3 Recommended practices for conducting violence risk 
assessment 
 
The following section of the CPG presents guidelines to support clinicians in violence 
risk assessment practice. This section of the guideline offers recommendations for 
interview technique, collection of assessment data, categorizing urgency, actions 
following assessment and documentation practices. Figure 2 (below) presents an 
algorithm for violence risk assessment at triage. 
 
Figure 2. Algorithm for risk assessment at triage 
 
 
 
 
 
 
 
 
 
4.3.1 Identifying violence risk in routine triage assessment 
 
Triage has an important role to play in the early identification and prevention of 
violence. Clearly, not all service-users presenting/referred to triage will require in- 
depth screening for violence risk. Routine triage assessment should, however, 
incorporate some considerations of risk of violence as part of the overall aim of 
ensuring a safe environment.  
 
In routine triage assessment, together with knowledge of known risk factors for 
violence outlined in section 5 of the CPG, observations of the service-user’s 
appearance, behaviour, and conversation should be undertaken to identify warning 
signs and risk factors for violence.  
 
Identification of warning signs or potential risk factors for violence in routine triage 
assessment suggests that further screening may be required to determine the level 
of risk or urgency of the presentation.  
Routine Triage Assessment 
Violence Risk Assessment 
Violence Risk Rating 
(or triage category) 
Action  
(Communication/observation/intervention)  
Documentation 
Violence risk factors  
and/or Warning Signs  
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4.3.2. Interview technique 
 
Along with visual observations, the interview is the primary medium for assessing the 
service-user’s condition. It is important to attempt to establish a rapport with the 
service-user that emphasizes collaboration. In order to facilitate a rapport the 
clinician should also listen attentively, demonstrate empathy, acknowledge the 
service-user’s concerns, and convey a neutral (non-judgemental) attitude. 
 
 
• Violence risk assessment should include a structured interview process with 
service-users, and where appropriate and practicable, families and/or carers, 
and other service providers (e.g. police, ambulance). A structured interview 
involves asking specific questions related to violence risk (see examples of 
screening questions in Box 1. Below) 
 
• When conducting violence risk assessment, clinicians need to be mindful not 
to make negative assumptions based on ethnicity or religion, clinicians need to 
be aware that cultural beliefs and practices may manifest in unfamiliar 
behaviours that could be misconstrued as aggressive in nature. It is important 
to confirm that perceived risks are valid, and when in doubt, cultural experts, 
such as interpreters, should be consulted. 
 
• Triage clinicians conducting violence risk assessment interviews should take 
into consideration what the service-user states in conversation in addition to 
observable behaviours. It is important to note incongruities between 
statements made by service-users, and information given by informants such 
as carers and significant others. It is also important to note incongruities 
between these statements and the service-user’s behaviour  
4.3.3 Collection of assessment data 
 
• Clinicians need to be informed through educational programs about which 
risks and warning signs for violence are supported by evidence  
 
• Violence risk arises from a multitude of sources. Clinicians must take into 
account the demographic, diagnostic, substance use, social, environmental 
and situational factors that may contribute to violence risk  
 
• Clinicians conducting violence risk assessments at triage should be aware of 
static (unchanging factors such as gender/history) and dynamic (fluctuating, 
current) risks for violence, as well as the warning signs of imminent violence  
 
• When conducting violence risk assessment, clinicians need to be mindful that 
violence risk levels fluctuate over time (i.e. dynamic) and that service-users 
should be newly assessed at every occasion of triage (i.e. assumptions about 
current risk levels cannot be made on past history of violence alone)  
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4.3.3.1 Screening questions 
 
Although it can be challenging in practice to ask service-users directly about past 
history of violence or current violent thoughts, a direct enquiry can yield important 
assessment data that is critical to clinical decision-making about violent risk.  
 
Box 1. (below)  presents some examples of further screening questions that could 
be asked at triage to assist in determining the level of risk of imminent violence. 
These are suggested questions only, and each clinician will have an individual 
approach to rapport building and communication with service-users. The first 
question aims to acknowledge the service-users’ current emotional state (if this is 
observable/detected in appearance and behaviour). The subsequent questions 
seek specific information about factors related to potential violence (e.g 
precipitants, potential victims, past history of violence, current plans, and access 
to weapons).  
 
 
 
Box 1.  Suggested screening questions to assist in assessing risk of violence at triage 
 
 
1. Are you feeling ok? You seem a bit upset / angry at the moment. 
2. Has something happened to you to make you feel this way? 
3. Are you angry with anyone in particular?  
4. Are you feeling like hurting this person? 
5. Have you had thoughts about harming somebody? 
6. Are you hearing voices telling you to harm somebody? 
7. Have you ever hurt anyone before? What did you do? 
8. Have you thought about how you would harm this person/these people? 
9. When do you think you will act on these thoughts? (i.e. Now/Soon/Future) 
10. Do you have access to a weapon? Are you currently carrying a weapon? 
 
 
4.3.4. Categorizing urgency 
 
Once the service-user risk factors have been identified, the clinician must make a 
determination of the level of risk, or urgency of each case. The triage category 
indicates the optimal timeframe in which the service-user should receive treatment (in 
AMHS triage this may mean face-to-face assessment), and this determination is 
based on clinical urgency. 
 
• Clinicians should assess each case on an individual basis. Urgency categories 
should be assigned to service-users based on these assessments.  
 
• In assigning urgency categories to service-users, clinicians should consider 
which known risk factors were identified on assessment.  
 
• When a service-user presents with multiple risk factors, they should be flagged 
as being a potentially higher risk for violence, and further assessment and or 
observations should be undertaken and consideration given to expediting time 
to intervention/treatment 
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• In determining a service-users’ risk level, clinicians should weigh known and 
historical risk factors against the service-users current presentation. Risk 
ratings for each service-user should be determined according to their 
individual risk profile  
 
• Clinicians should utilise existing frameworks for categorizing urgency, for 
example, applying a triage category according the Australasian Triage Scale. 
In organizations where standardized triage scales are not in use, accepted 
descriptors that indicate risk level should be used, for example, ratings of 
‘high’, ‘medium’ and ‘low’ risk.  
4.3.5 Actions following assessment 
 
Actions taken to help prevent violent incidents should be determined according to the 
risk profile of each individual service-user. Where possible risk factors that are 
modifiable through interventions or actions should be identified. Additionally, 
environmental and other factors likely to increase a service-users risk of violence 
should be identified and preventative measures should be instituted. For example, a 
highly agitated and confused service-user may require increased levels of 
supervision and support while awaiting treatment or further assessment.  
 
• De-escalation techniques should be employed to reduce the risk of an actual 
incident of violence. Every effort must be made to mitigate environmental 
factors that may be contributing to risk of violence  
 
• A care plan should be formulated that accurately reflects the service-user’s 
level of risk and the corresponding care recommendations (e.g. triage 
disposition, levels of observation, treatment requirements).  
 
• Due to the fluctuating nature of violence risk, service-users may need to be re-
triaged if behavioural indicators suggest the service-user displays warning 
signs of impending violence (see warning signs, Section 5.5). This may require 
changing the triage category to reflect their increased risk level.  
 
• Risk of violence should be clearly communicated to other service providers 
involved in the care of the service-user 
 
• Behavioural emergency teams and security (where appropriate) should be 
informed about a service-users potential risk of violence and prevention 
strategies put in place 
4.3.6 Documentation 
 
• Documentation should be clear and legible.   
 
• Documentation, including incident reporting, should conform to local policy 
and guidelines. 
 
• Risk factors for violence identified through assessment should be clearly 
documented in the medical record. 
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• Episodes of violence should be clearly documented in service-user’s records.  
 
• The outcomes of violence risk assessment must be clearly documented in the 
service-user’s medical record (i.e interventions or preventative actions taken) 
 
• The care plan should be documented after each assessment.  
 
• Documentation should reflect a continuity of care. 
  
• Documentation should be made available to all members of the healthcare 
team involved in the service-user’s episode of care.  
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Violence Risk 
Service-user Clinician Environment 
 
5. Risk factors for violence  
The systematic review undertaken for the development of this guideline involved an 
investigation of the best evidence for violence risk pertaining to: the community, 
environmental factors, aged-related factors, social factors, staff factors, as well as 
specific risks in clinical settings such as emergency departments, mental health 
settings, and other specialist healthcare environments. 
5.1 Domains of violence risk 
 
A clear finding of the systematic review was that service-user violence rarely occurs 
in isolation from environmental and interpersonal factors. Three factors that influence 
violence risk in healthcare settings consistently emerged from the systematic review. 
These factors include staff characteristics influencing risk of violence, service-user 
characteristics which are markers of violence risk, and environmental or situational 
factors. 
 
Figure 3. Domains of violence risk 
 
 
 
 
  
  
 
 
 
5.2 Risk factors (general population) 
 
Risk factors identified in the systematic review were clustered in the following 
domains: characteristics of violence risk within general populations, social factors 
contributing to violence risk, and cognitive dimensions of violence risk. 
 
Large population studies have consistently identified a number of risk factors 
pertaining to violence. It is important that clinicians are familiar with these risk factors, 
and take them into account when conducting triage violence risk assessment. The 
presence of these risk factors in service-users may increase the probability of an 
episode of violence; these risk factors are not causative of violence, and an individual 
who presents with a number of these risk factors may never engage in violent 
behaviour. 
 
Evidence suggests that reasons for service-user violence are multi-factorial, so that 
while these factors are significant to determining service-user risk profiles, clinicians 
must consider these risks on an individual basis, in the context of the service-user’s 
current clinical presentation, including clinical information such as level of acuity, 
5. Risk factors for violence   
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availability of support and resources, environmental factors, and situational factors. 
Thus, it is important not to make generalizations and assumptions about service-
users based entirely on these risk factors. The approach to violence risk assessment 
needs to be holistic, and based on a thorough bio-psycho-socio-cultural assessment. 
 
The following table (Table 3 below) presents violence risk factors in general 
populations that have consistently emerged across the aforementioned domains of 
research  
 
Table 3. Most reported risk factors in general populations 
Risk factors Evidence Level 
Hostility A 
Lack of cooperativeness  A 
Irritability B 
Suspiciousness  B 
History of poly-substance use B 
Mental illness B 
Cognitive impairment B 
Previous history of violence C 
Current intoxication C 
Youth C 
Unemployment C 
Male gender C 
Female gender C 
History of family violence C 
 
5.2.1 General principles  
 
• Where possible, triage clinicians should have access to service-users medical 
records, and previous episodes of service usage should be referred to when 
conducting risk assessment  
 
• Triage clinicians should have access to consultation from specialist health 
services to inform risk assessment in special populations. Service-users from 
special populations (i.e. aged, youth, forensic, mental health consumers) 
should be referred to specialist mental health services if a more 
comprehensive assessment is required  
 
• Where possible collateral information about violence risk should be sought 
from other sources (family, carers, other health providers 
 
• Medical records should carry an alert when a service-user has had a previous 
episode of violence in a healthcare setting  
 
• Medical records should be maintained to reflect service-users pattern of 
service-use, including the frequency and type of presentations to health 
services  
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• Service-users should be informed about the potential consequences of violent 
behaviour (i.e security, police). Security staff should be notified promptly of 
potential violence and a response plan developed.  
5.2.2.Recommendations for risk assessment and actions following 
assessment 
 
• Service-users exhibiting high levels of hostility and anger should be 
considered high risk for violence, and should be closely observed for 
behavioural indicators of impending violence (see warning signs section 5.5).,  
 
• Service-users displaying lack of cooperativeness present higher risk of 
violence 
 
• Where anger/hostility, irritability and/or suspiciousness are is symptomatic of 
mental illness, the service user should be considered in a higher risk category 
for violence. Behavioural emergency teams or mental health specialists may 
be required to further assess and assist in the management of the service-
user’s behaviour. Security may need to be alerted. Prompt intervention/action 
is required to prevent violence (i.e expedite care, minimise wait time). Maintain 
close visual observations. 
 
• Service-users with a previous history of violence are at increased risk for 
future violence. In determining current risk of violence, triage assessment 
should include screening questions about previous episodes of violence, and 
take into account documented evidence of previous violence.  
 
• Service-users presenting to triage should be routinely screened for history of 
substance-use/misuse, and mental illness. Poly-substance users have a 
higher risk for violence, and should be considered in a higher risk category.  
 
• Service-users exhibiting signs of cognitive impairment such as confusion and 
memory loss should be considered at increased risk of violence. Cognitively 
impaired service-users require prompt assessment and treatment, especially 
when signs of agitation, restlessness, and irritability are also evident in the 
presentation. Confused service-users require high levels of visual observation 
to prevent violence and other harms. 
 
• Evidence indicates that service-users presenting in a state of intoxication have 
an increased risk of violence. Service-users that present to triage in an 
intoxicated state should therefore be observed closely for warning signs of 
impending violence.  
 
• Triage clinicians should screen service-users deemed to at risk of violence to 
determine if they are in possession of a weapon. Triage clinicians should seek 
assistance in weapon screening from security staff where their personal safety 
may be at risk. 
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5.3 Social risk factors 
 
Several risk factors related to the risk of violence and the socio-economic status of 
service-users emerged from the systematic review of recent evidence. The evidence 
level for social factors related to risk of violence is variable. Clinicians must be aware 
that social risk factors are not deterministic - the presence of these social risk factors 
in individual service-users should be considered, not as causes of potential violence, 
but as markers which may indicate an increased probability of violence risk. Social 
risk factors for violence are presented in the following table (see Table 3). 
 
 
Table 4. Social risk factors for service-user violence 
Risk factors Evidence Level 
Unemployment C 
Does not having own clothing C 
Lower socio-economic status D 
Lower education level D 
Reduced social functioning D 
Marital status (single/divorced/widowed) D 
Negative life events  D 
Community violence exposure D 
 
5.3.1. Recommendations  
 
• Social risk factors should be considered within the context of other existing risk 
factors for violence, not as a discrete risk factor in themselves.  
 
• Triage clinicians need to be mindful not to make negative assumptions about 
the service-user based on social-economic status, educational level, or 
differing cultural and/or religious beliefs and practices. Negative stereotyping 
may exacerbate violence risk by reducing effective communication with the 
service-user.  
 
• Service-users should not be discriminated against on the basis of their social 
status.  
 
• Evidence suggests that risks arising from socially related problems might be 
modifiable in the short term through appropriate intervention. For example, a 
young homeless male may be less at risk of imminent violence if crisis 
accommodation can be found to address immediate needs for shelter. 
 
• A referral to specialist social work services may be required to assist with the 
service-users’ socially related crises.  
 
• Service providers should aim to provide language and culture specific social 
services (e.g. indigenous health worker). 
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5.4 Cognitive and behavioural risk factors 
 
A number of programs of research have identified cognitive and behavioural 
dimensions as being significant to violence risk assessment. Researchers have 
observed associations between certain patterns of thinking and behaviour, with an 
increased risk for violence.  
 
The following table identifies cognitive and behavioural factors significant to violence 
risk (see Table 4). 
 
Table 5.Cognitive and behavioural risk factors for service-user violence 
Risk factors Evidence Level 
Hostility A 
Irritability B 
Suspiciousness  B 
Cognitive impairment B 
Poor impulse control/impulsivity  C 
Homicidal thoughts  C 
 
5.4.1. Recommendations for risk assessment and actions following 
assessment 
 
• Evidence indicates that certain patterns of thinking among service-users may 
be risk factors for violence. Clinicians should actively listen to service-users 
speech/conversation to identify patterns of thinking that may indicate the 
presence of these risks (e.g. suspiciousness, homicidal thoughts).  
 
• Triage clinicians should observe the service-user’s general appearance and 
behaviour to assess for evidence of irritability  
 
• Observations should be undertaken on the service-users current emotional 
state (e.g. is the service-user expressing/feeling anger or hostility?)  
 
• Clinicians should screen for the service-users previous history of impulsivity or 
poor impulse control in determining violence risk  
 
• Care planning for service-users with an established history of challenging 
behaviours (such as hostility/irritability/acting out) could include 
communication strategies that aim to defuse potential violence  
 
• Triage clinicians should use clear, unambiguous communication with service-
users who exhibit cognitive risk factors for violence such as hostility, irritability, 
suspiciousness and cognitive impairment. Clinicians should avoid entering into 
arguments with service-users, as this may increase the risk of violence  
 
• Service-users exhibiting problematic behaviours need to be advised of 
expectations for appropriate social conduct within the healthcare setting. In 
situations where, despite reasonable efforts from staff to communicate 
expectations and set limits for appropriate behaviour, the service-user 
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continues to exhibit challenging behaviours, strategies for the prevention of 
violence may need to be implemented (e.g. specialist input from crisis 
response/acute behavioural disturbance teams).  
 
• Interventions aimed at limiting service-users challenging behaviours should be 
underpinned by the principle of least restrictive care and prevention of 
violence. Interventions should not be used punitively (e.g. seclusion and 
restraint) and need to be proportional to the severity of the challenging 
behaviour  
 
5.5 Substance use/abuse related risk factors for violence  
 
The systematic review identified a number of risk factors for violence associated with 
substance use/abuse. While substance abuse/misuse is significant to risk of 
violence, not all service users that report a history of drug and alcohol use/abuse will 
become violent.  
 
Triage clinicians require training on identifying substance use /misuse, drug and 
alcohol assessment, and the clinical features of intoxication. 
 
 
Table 6. Substance abuse related risk factors for violence identified in the literature 
Risk factor Evidence level 
History of substance abuse / poly substance abuse (illicit 
drugs)  
B 
History of alcohol abuse C 
Current intoxication due to alcohol or other substances C 
Co-morbid substance abuse D 
 
5.5.1. Recommendations for risk assessment and actions following 
assessment 
 
• Assessment of substance use/ abuse history should be undertaken in a 
respectful manner that acknowledges the service-users (potential) discomfort 
in discussing substance use 
 
• Triage clinicians should include screening questions that assess the type, 
amount, and frequency of substances consumed, and when they were last 
taken  
 
• Service-users with a history of using a number of illicit substances rather than 
a single substance are at increased risk for violence, thus a history of poly-
substance abuse is a significant factor in considering level of risk 
 
• Currently intoxicated service-users pose higher risks for violence than non-
substance affected service-users.  
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• Increased levels of observation of intoxicated persons should be implemented 
as a preventative measure for minimizing the risk of violence.  
 
• Care planning following assessment may include strategies for managing 
increased behavioural disturbance (e.g. reviewing the triage category, 
notifying security)  
 
• Avoid engaging in confrontational communications such as argument or 
disagreement with service-users who are acutely intoxicated, as this may 
increase the risk of violence 
 
5.6 Warning signs of impending violence 
 
Behaviours that immediately precede service-user violence are commonly referred to 
as ‘warning signs’ within the literature. The following tables identify observable 
behavioural indicators for violence risk and observable signs within service-user 
conversation/speech identified in the literature that may indicate impending violence 
(see Table 5 and 6 below). 
 
Table 7. Warning signs - behaviour 
Warning signs – physical behaviour  Evidence Level 
Agitated behaviour B 
Restlessness  B 
Self harm C 
Property damage  C 
Intrusion into others’ personal space (by service-user) D 
Boisterousness D 
 
 
 
Table 8. Warning signs -conversation 
Warning signs – evidenced in conversation Evidence Level 
Hostility /Anger A 
Thinking disturbances (thought processes unclear e.g. 
psychosis) 
A 
Lack of cooperativeness  A 
Irritability  B 
Agitation B 
Suspiciousness B 
Current intoxication C 
 
 
5.5.1 Recommendations for responding to warning signs 
 
• Triage clinicians should routinely monitor service-users for warning signs of 
impending violence.  
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• Triage clinicians should attempt to de-escalate situations of potential violence, 
where possible. Regular training should be provided in de-escalation 
technique and management of aggression. While attempts should be made to 
de-escalate potential violence, clinicians should not place themselves, other 
clinicians, other service-users, or the general public at risk. 
 
• High levels of visual observation should be maintained on service-users 
exhibiting warning signs for impending violence until the service-user receives 
further assessment or treatment.  
 
• Re-triage may be required to reflect changes to service-user level of risk (e.g 
escalating behavioural disturbance).   
 
• Clinicians should be aware that service-user’s risk of violence may be 
increased by environmental factors such as over-crowding  
 
• Service-users making verbal threats of violence in the emergency department 
should be informed about their responsibilities in terms of acceptable 
behaviour, and the impact of their behaviour on fellow service-users and staff. 
  
• Universal codes should be in place across the healthcare setting that alert 
staff to impending violence. The purpose of universal codes is to provide a 
consistent response strategy to prevent an incident of violence. Training 
should be provided on a regular basis so that all staff is familiar with the code 
and the required response to the code. 
 
• Specialist input from behavioural management teams (such as psychiatric 
consultation/liaison and challenging behaviour teams) should be available to 
triage to assist in de-escalating potential violence.  
 
• Community-based service-users accessing triage via the telephone (e.g. Area 
Mental Health Triage Services) that are making threats of violence should be 
advised of the potential risks and consequences of acting on such threats (e.g. 
referral to police). Verbal threats (and expressions of homicidal ideas should 
be taken seriously, and appropriate risk management strategies put into place 
to protect the service-user, healthcare providers and the general public from 
coming to harm.  
 
• Local policies and written guidelines that outline the limits of acceptable 
behaviour should be made available to service-users in plain language. 
Service-users may need to be advised of the potential consequences of 
threatening behaviour (e.g. security may be called, or police involved). 
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6. Risk factors: Special populations  
 
A systematic review informed risk factors for violence and appropriate 
recommendations concerning service-users from special populations. For the 
purpose of this guideline, special populations were identified as: adolescents, aged 
persons, and people with mental illness. As noted previously, when conducting 
violence risk assessment, it is important to treat each case on an individual basis and 
account for situational factors that may influence a service-user’s current 
presentation. The volume of evidence informing risk factors specific to special 
populations varied considerably. Whereas the risk factors regarding some categories 
within special populations, such as people with mental illness were informed by a 
large volume of evidence, other populations, such as aged persons were not heavily 
represented in the literature. The set of risk factors identified in this guideline was not 
exhaustive, that is, risk factors identified in this guideline reflect those that have been 
studied thus far, and may not necessarily reflect the entire set of risks that may apply 
to all persons within these populations. 
6.1 Adolescents  
 
No single risk factor or set of risk factors can predict with certainly that youths will 
become violent. While there is evidence to suggest that the presence of multiple risk 
factors increases the risk of violence, many youths who are exposed to multiple risks 
may never engage in an act of violence. Thus, it is imperative that the risk 
assessment process takes into account each individual’s current bio-psycho-socio-
cultural status. In conducting violence risk assessment with adolescents, it is 
important to ask questions related to the young person’s social functioning and 
lifestyle, as these factors are significant to risk of violence. One of the key hallmarks 
of youth is relationship with peers and social interaction, thus a holistic assessment 
that includes information about the social dimensions of the young person’s life is 
important. Table 7 (below) identifies adolescent specific risk factors for violence 
 
Table 9. Adolescent specific risk factors for violence 
Risk factors Evidence Level 
Hostility/anger  A 
Mental illness/ Psychopathology  B 
Anti-Social Personality Disorder B 
History of school truancy B 
Conduct Disorder  B 
Adjustment Disorder  B 
History of poly-substance abuse B 
History of alcohol abuse C 
Living in a foster home C 
Delinquency D 
Smokes cigarettes D 
Carrying a weapon D 
Machismo D 
6. Risk factors: Special populations 
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6.1.1. Recommendations for violence risk assessment and actions 
following assessment 
 
• Violence risk assessment in adolescent populations is complex. Specialist 
input from adolescent services may be necessary to accurately assess risk 
 
• Warning signs (described previously in tables 5 and 6) for potential violence 
should also be assessed in young people. Additionally, youth presenting with 
delinquent (anti-social) behaviours and machismo (exaggerated sense or 
display of masculinity, emphasizing characteristics such as physical strength, 
aggressiveness, and lack of emotional response) may also at increased risk of 
violence, and may require closer levels of observation  
 
• When anger and hostility is observed in the service-users’ presentation, 
screening questions should include enquires as to whether the adolescent is 
currently experiencing violent thoughts. Adolescents who acknowledge violent 
thoughts or fantasies should be thoroughly assessed to determine whether the 
individual has made any plans in relation to any acts of violence (e.g. who has 
the service-user thought of harming,  by what means, and in what time-frame).  
 
• Adolescent service-users exhibiting antisocial behaviour (past and present) 
such as, verbal abuse, threats of aggression, and property damage present a 
higher risk for violence, especially in the context of current intoxication or 
withdrawal from drugs/alcohol. 
 
• Service-users exhibiting disruptive behaviours in the emergency department 
should be informed about their responsibilities in terms of acceptable 
behaviour, and the impact of their behaviour on fellow service-users and staff 
 
• Mental health related risk factors have been identified in the literature as being 
significant to increased risk of violence in adolescent populations. It is 
important to note that the presence of mental illness is not deterministic of 
violence – not every individual with a mental disorder will commit violence, and 
not every mental illness is predictive of violence in all situations.  
 
• Triage clinicians should screen for the presence of psychosis (disturbed 
thinking, hallucinations such as voices), to establish whether violent thoughts 
are associated with delusional beliefs/ hallucinations, or pervasive patterns of 
violent thinking (e.g. long-standing psychopathology). Adolescent service-
users with violent thoughts associated with either psychosis or pervasive 
patterns of violent thinking should be considered in a high-risk category. 
 
• Youth specific mental health problems such as conduct disorder (A disorder 
characterised by persistent disruptive, antisocial, defiant, hostile behaviour)13 
and adjustment disorder (marked distress and significant impairment in social 
functioning)14  
 
                                                 
13
 DSM-IV. Diagnostic and statistical manual of mental disorders. 1994. 
14
 DSM-IV. Diagnostic and statistical manual of mental disorders. 1994. 
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• Formal mental health assessment interviews cannot be conducted with minors 
without consent from the minor and their legal guardian(s)15. Consent must be 
obtained from the legal guardian before the commencement of any 
procedures or assessments. If a minor requiring psychiatric assessment 
presents to triage unaccompanied by a legal guardian, every effort should be 
made to contact the legal guardian(s) and obtain their consent. If it is not 
possible to contact the guardian(s) and the service-user requires assessment, 
the Department of Human Services (or equivalent in your state/country) should 
be notified, and they will provide a Child Protective Worker to facilitate the 
assessment. At times, an unaccompanied minor may be considered as being 
of sufficient maturity to provide informed consent to psychiatric assessment. 
As there is no specific age at which a minor becomes ‘mature’, determinations 
of the minor’s maturity are subject to the clinician’s professional judgement. 
Although the Australian Psychological Society’s guidelines on ‘mature minors’ 
suggest that the age 14-15 can be used as a ‘rule of thumb’, determinations of  
‘mature minor’ must be considered on an individual basis.  
 
• It is important to screen young service-users presenting to triage for history of 
substance-use/misuse. Service-users with a history of poly-substance abuse 
should be considered at higher risk for potential violence. 
 
• Young service-users who present to triage services in an intoxicated state may 
require higher levels of observation and supervision while awaiting treatment/ 
further assessment.  Safety measures such as ‘specialling’ may need to be 
implemented at point-of-entry to prevent acts of violence until the adolescent 
can be assessed/treated.  
 
• If physical or sexual abuse is disclosed by a minor during an assessment, 
mandatory reporting applies. Young service-users and their families may 
require referral to specialist services for problems such as inter-familial 
violence, sexual abuse/assault, relationship conflict, and bereavement issues 
 
• Information should be clearly communicated to team members to ensure 
consistency and continuity of care. 
 
• Local policies and written guidelines that outline the limits of acceptable 
behaviour should be made available to the adolescent service-user in plain 
language. Adolescents may need to be advised of the potential consequences 
of disruptive behaviour (e.g. security may be called, or police involved). 
6.1.2 Communication strategies for working with young people 
 
• Communication with adolescents16 should be respectful and non-threatening. 
Clinicians should be empathic towards young service-users and sensitive to 
their emotional distress. 
  
                                                 
15
 Department of Human Services Victoria. (2006). CAMH in communities.  
16
 Christie & Viner (2005) 
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• Adolescents may have different styles and patterns of communication than 
older people, thus approaches to communication with young people should be 
flexible enough to engage with the young person. 
 
• On assessment, adolescents should be asked about age-specific social 
factors that may impact on their current mental state, for example, school 
performance, relationships with friends, home life, whether they are currently 
being bullied or victimized17. Clinicians should assess the extent to which 
social factors impact on the patient’s current risk profile, and consider whether 
certain social risk factors may be modified to prevent incidents of violence 
from occurring. For example, a homeless youth may require a referral to youth 
crisis accommodation services 
 
• When taking an adolescent service-user’s history, clinicians should adopt 
communication approaches that acknowledge sensitivities associated with 
discussing family conflict and issues related to sexual or physical abuse  
 
• Assessment of the young service-user may also include questions about 
current basic needs, for example, for food and fluid. Addressing service-users’ 
immediate needs may have a positive influence on rapport building, which 
may mitigate the immediate risk of violence (for example, providing access to 
food/water).  
 
• Where possible, collateral information may need to be gathered from 
guardians, carers, families or teachers/counsellors. Specialist input from child 
and adolescent mental health services may be required to facilitate accurate 
assessment of mental state and associated risks, including risk of violence  
 
• Avoid using medical jargon and technical language with young people. Plain 
language should be used to ensure the service-user has clearly understood 
questions asked or directions given  
 
• Avoid giving indirect requests to young service-users. Directions or 
instructions given should be clear, simple, and delivered in a considerate 
manner. At times it may be necessary for communication styles to be directive 
to ensure clear, unequivocal instructions are given to the service-user.  
 
• Clinicians should avoid engaging in confrontational communications such as 
argument or disagreement with adolescent service-users as this may increase 
the risk of violence 
 
  
 
 
 
 
 
 
 
                                                 
17
 Goldenring & Cohen (1988) HEADS 
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6.2 Aged persons (65+) 
 
The evidence presented in this guideline is predominantly derived from studies 
conducted in aged-care settings including mental health specific services. Table 13 
identifies factors associated with an increased risk of violence in aged populations. 
 
As with all populations, no single risk factor or set of risk factors can predict with 
certainly that aged persons will become violent. There is evidence to suggest that the 
presence of multiple risk factors increases the risk of violence in aged persons. Thus, 
the risk assessment process in aged presentations takes into account each 
individual’s current bio-psycho-socio-cultural factors. According to the literature, 
physiological problems (for example, delirium) account for a significant proportion of 
behavioural disturbances in aged populations, thus it is important that violence risk 
assessment screening commences with physiological assessment that aims to 
identify physical health problems that may be impacting on the service-user’s current 
presentation. Table 9 (below) presents aged-person specific risk factors for violence. 
 
Table 10. Risk factors for violence among aged service-users  
Risk factors Evidence Level 
Restlessness  A 
Agitation A 
Confusion/disorientation  B 
Memory impairment  B 
Poor self care C 
Poor impulse control C 
Organic psychosis   C 
Verbal abuse /aggression C 
Hallucinations in dementia D 
Anxiety/depression  D 
Alzheimer disease/dementia D 
 
6.2.1 Recommendations for violence risk assessment and actions 
following assessment 
 
• Ensure that all physical observations have been completed as part of routine 
assessment at triage (i.e. the primary survey18) to identify potential organic 
causes for current behaviour /mental state (e.g. delirium)  
  
• Complete a thorough assessment including information from multiple sources 
where possible, such as family, spouse, carer, or other health professionals to 
identify significant issues related to declines in self care, level of functioning, 
socialisation and cognition 
 
• Violence risk assessment should include observations of the service-users 
appearance, behaviour, and conversation to screen for the presence of 
agitation, restlessness and confusion. Restlessness is evidenced by increased 
motor activity such as pacing. Agitation may be evident in facial expression 
                                                 
18
 Gerdtz et al. (2007) Emergency Triage Education Kit 
 189 
(worried, visibly upset) and increased motor activity. Symptoms of confusion 
include disorganised thinking, disorientation (to time, place and person), and 
reduced level of consciousness.  
 
• Aged service-users with organic psychosis may be at increased risk for 
violence. Organic psychosis is caused by general medical conditions such as 
neurological disorders and toxic-metabolic disorders19. Common symptoms 
include persecutory delusions, auditory hallucinations, and /or thought 
disorder (disorganised thinking). Risk assessment should include thorough 
medical screening to identify organic psychosis, and where detected, the 
service-user will require prompt medical treatment to reduce the risk of 
violence.  
 
• Delirium20 is a very common health problem in aged populations. Delirium, or 
acute confusion, is a transitory organic brain syndrome characterised by acute 
onset and impairment of cognitive function. The older person with acute 
confusion exhibits a decreased ability to maintain attention to environmental 
stimuli. Thinking is disorganized, speech may be rambling, and a decreased 
level of consciousness is exhibited. Additionally, emotional (anxiety, fear, 
irritability, and anger) and behavioural disturbances (aggression) may 
accompany acute confusion. As with organic psychosis, physical observations 
and a thorough medical history must be taken to identify delirium, and where 
detected, the service-user will require prompt medical treatment to reduce the 
risk of violence.    
 
• Maintain high level of visual observation for service-users exhibiting high 
levels of agitation, confusion, and for those who have difficulty following 
directions. Specialling may be required to ensure the safety of aged service-
users exhibiting signs of confusion  
  
• Ensure basic needs such as food, hydration, and other self-care needs are 
adequately met, particularly when aged service-users are required to wait for 
extended periods for treatment/further assessment  
 
6.1.2 Communication strategies for working with Aged Persons 
 
• Use clear, direct and respectful communication when assessing aged-
persons21  
 
• Aged persons experiencing significant pain, confusion, and symptoms of 
mental illness may also be fearful and highly anxious. Clinicians should 
demonstrate empathy and reassurance to facilitate engagement/rapport 
 
• Avoid ambiguous communication such as metaphors (figure of speech such 
as ‘sick as a dog’), as this may further exacerbate confusional states.  
                                                 
19
 Fricchione, Carbone & Bennett (1995).  
20 Hales, R.E., Yudofsky, S.C. & Gabbard, G.O. (2008)
 
21 Fisher  (2009).
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• Avoid medical jargon and technical language, explain procedures in plain 
language  
 
• Provide reassurance and support to aged service-users exhibiting high levels 
of agitation and disorientation. High levels of agitation may preclude accurate 
assessment of risk  
 
• Service-users with communication deficits such as difficulties with speech and 
hearing may require aids or interventions to facilitate improved communication 
 
• Aged service-users may require more time for discussion and explanation of 
technical and unfamiliar procedures 
 
• Involve family/carers in the assessment where appropriate. Family and carers 
can be a valuable source of assessment information, and the aged person 
may feel less anxious when accompanied by a support person 
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6.3 Mental Illness 
 
Recent evidence suggests that people experiencing symptoms of some mental 
illnesses are at a greater risk of becoming violent in healthcare settings than the 
general population. The presence of mental illness in itself is not necessarily 
causative of violent behaviour. Similarly, ‘at-risk’ diagnoses (outlined in Table 14) are 
not deterministic of violence – not everyone with these illnesses will necessarily 
commit a violent act at any stage during their lives. Thus, assessment should be 
conducted on an individual basis and caution needs to be applied when determining 
a service-user’s violence risk, particularly as people with mental illness are a 
vulnerable population group, susceptible to stigmatization and marginalization in 
health.  
 
The purpose of specifying risk factors in this way is provide the triage clinician with 
more accurate, evidenced based information to guide decision-making in violence 
risk assessment. The overarching aim here is to reduce the potential for clinician’s to 
generalise violence risk broadly to all mentally ill people, and to provide specific 
information that potentiates more accurate risk assessment.  
6.3.1. Goals in managing psychiatric emergencies 
 
Every effort should be made to prevent emergency situations and the need for 
physical, mechanical, or chemical restraint. Prevention of violence is facilitated by 
early identification of risk factors and subsequent care planning that aims to reduce 
the likelihood of an actual violence.  
 
Table 14 outlines broad diagnostic groups identified through the literature as more 
associated with violent behaviour. 
 
Table 11. Diagnosis - mental illness 
Risk factor 
Evidence 
Level 
Mental illness  B 
Antisocial personality disorder B 
Organic psychosis C 
Bipolar disorder D 
Other personality disorder D 
Anxiety/depression D 
Alzheimer’s Disease D 
Schizophrenia D 
Obsessive-compulsive disorder D 
 
 
Evidence suggests that certain symptoms of mental illness carry a higher risk for 
violence (see Table 15). It is important to not generalize these risks to all people with 
mental illness, as evidence indicates that violence is more highly correlated among 
certain symptoms and within certain types of illness. Additionally, factors related 
psychiatric treatment such as medication side-effects (akathesia), length of hospital 
stay and involuntary status were also found to be significant to violence risk.  Table 
15 (below) presents risk factors for violence related to symptoms of mental illness, 
and Table 15 presents treatment related risk factors.  
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Table 12. Symptoms of mental illness identified as risk factors for violence  
Risk factors 
Evidence 
Level 
Thinking disturbances A 
Restlessness/agitation A 
Persecutory delusions B 
Positive symptoms of schizophrenia (delusions/hallucinations) B 
Poor self-care / functioning C 
Non-compliance with psychiatric medications C 
Early onset of illness C 
Hallucinations in dementia D 
Lack of insight into illness D 
Psychosis D 
Delusions of (external) control D 
 
 
Table 13. Mental illness treatment related risk factors for violence  
Risk factor Evidence Level 
Longer length of stay C 
Involuntary admission C 
Akathesia (motor restlessness) D 
 
6.3.1 Principles for violence risk assessment 
 
• Exclude organic causes for current presentation (the primary survey) 
 
• Service-users with mental illness and their families/carers seeking help should 
be assessed and receive treatment in a timely manner 
 
• Health professionals should ensure that the service-user is properly informed 
and consent is gained before assessment and/or treatment is initiated. Printed 
information in the service-users language and interpreters should be available 
where required 
 
• Acutely disturbed service-users should where possible, should be assessed in 
a designated interview area to facilitate clear communication and privacy and 
avoid over stimulation. 
  
• Information should be made available to service-users and their 
families/carers about mental illness and the possible role families/carers can 
have in care planning and treatment 
 
• Offer opportunities for assessments to be conducted with family members 
/carers  
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• When service-users have current advance directives in place (e.g. preferred 
management in psychiatric crisis), copies should be placed in the clinical 
record and communicated to all relevant stakeholders. This should include a 
list of identified or potential triggers, warning signs of acute behavioural 
disturbances and the service-users preferred approach to care/management 
 
• Service-users should be fully informed about any required clinical procedures, 
including a clear explanation of any tests, or assessments that are to be 
undertaken. 
 
• Health professionals should be familiar with the legislations and Acts 
pertaining to detention and treatment of people with mental illness 
 
6.3.2. Recommendations for violence risk assessment and actions 
following assessment  
 
• Assess acutely disturbed service-users (thinking disturbances, high levels of 
agitation) should be assessed in a designated interview area to facilitate clear 
communication and privacy, and avoid over stimulation. Highly disturbed and 
agitated service-users require prompt assessment and treatment to prevent 
harms, including potential violence. Consider increased observation levels for 
service-users with agitated behaviour  
 
• Special attention should be paid to service-users exhibiting signs of 
suspiciousness, particularly when persecutory delusions and hallucinations 
are present, as these symptoms may increase the risk of violence 
 
• Assess for adherence to prescribed medication, service-users who default 
medication regimes may be at greater risk of violence.  
 
• Service-users with a co-morbid substance use disorder (especially poly- 
substance abuse) may present a higher risk of violence, thus screening 
questions may include assessment of history of substance use/abuse.  
 
• Intoxicated service-users pose higher risks for violence than non-substance 
affected service-users. Increased level of observation should be routinely 
implemented as a preventative measure for minimizing the risk of violence 
 
• Acutely disturbed service-users may require a low-stimulus, highly supportive 
environment, whilst awaiting further assessment.  
 
• Service-users exhibiting high levels of agitation/ excitement require high levels 
of observation to ensure their safety and the safety of others. It may be 
necessary to re-assess the service-user if agitation levels increase prior to 
their receiving treatment. 
 
• Service-users should be screened at triage to identify organic mental 
disorders such as delirium, and dementia. Service-users with organic mental 
disorders often have poor concentration, and attention, thus assessments 
should ideally be conducted in a quiet, low stimulus environment. Service-
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users identified as having delirium /acute confusional state should be closely 
observed to prevent risk of absconding or accidental self-harm  
 
• Care should be taken to carefully document the outcomes of each 
consultation. This information should be clearly communicated to team 
members to ensure consistency and continuity of care.  
6.3.3. Communication strategies for working with people with mental 
illness 
 
• Communication should be respectful and non-threatening. Clinicians should 
be empathic towards service-users and sensitive to their emotional distress 
 
• Efforts should be made, where possible, to reassure and calm the service-user 
exhibiting signs of agitation, frustration, and irritability.  
 
• Communication with people with acute psychotic symptoms such as thinking 
disturbances should be clear and uncomplicated. Avoid using metaphors and 
analogies that have potential for misinterpretation.  
 
• Avoid medical jargon and complex technical language 
 
• Directions or instructions given to the service-user should be clearly stated, 
and delivered in a considerate manner 
 
• At times it may be necessary for communication styles to be directive to 
ensure clear, unequivocal instructions are given to the service-user 
 
• It is important that communication with people diagnosed with personality 
disorder is consistent across team members/healthcare providers. The use of 
management plans that specify treatment aims and actions should be 
available to triage to assist in maintaining consistent approaches to care 
delivery 
 
• Service-users with organic mental disorders are often fearful and confused; 
reassuring, gentle communication approaches can assist in the engagement 
and assessment process  
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7. Environmental factors  
 
Few quality studies have investigated the influence of healthcare environments on 
risk of service-user violence, however, the present study identified that environmental 
factors are significant to risk of service-user violence.  
 
The following section of the Guideline presents the findings of the systematic review 
in relation to environmental factors and risk of violence.  
 
Some of the recommendations for practice are derived from expert opinion D(GPP) 
and previous systematic reviews22 that identified and environmental factors as 
significant to service user violence. 
 
Table 14 (below) presents general environmental risk factors (identified in the 
present systematic review) that influence service-user violence. 
 
Table 14 Environmental risk factors that influence service-user violence. 
Risk factor Evidence level 
Population density  B 
Staffing levels (low) B 
Agitation levels on ward B 
Frequent absconding on ward C 
Waiting times (long) D 
 
 
The following environmental risk factors for violence (Table 15) are derived from 
lower levels of evidence D(GPP) and must be applied to practice with caution.  
  
 
Table 15: Level D(GPP) environmental risk factors and service-user violence  
Risk factors Evidence level 
Insufficient physical space/clutter/cleanliness D(GPP) 
Light, temperature, ventilation, noise D(GPP) 
Privacy D(GPP) 
Culturally appropriate facilities D(GPP) 
Gender specific facilities D(GPP) 
Access to outside areas (e.g. smoking) D(GPP) 
Poor building design (e.g. unobstructed exits, visual observation,  
unsafe environments) 
D(GPP) 
Security/safety features (e.g. alarm systems, safety protocols)/  D(GPP) 
Safety standards D(GPP) 
 
 
 
 
                                                 
22
 National Institute for Health and Clinical Excellence. (2005). 
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7.1 Recommendations: environmental risk factors 
 
• Population density or overcrowding may increase the risk of violence in some 
service users. Service-users who are highly agitated, restless, psychotic, 
confused or showing warning sigs for violence may require a less populated 
environment (lower stimulus) to reduce risk of violence 
 
• Lower staffing levels may increase the risk of violence in healthcare settings. 
Staffing levels should reflect clinical need and be adequate to manage 
potential aggression.  
 
• High levels of agitation in the ward environment may increase service-users 
risk of violence. Restless, highly agitated service-users may benefit from a 
lower stimulus environment 
 
• Long waiting times may increase the risk of violence in healthcare settings. 
Service-users identified as at higher risk for violence should be expedited for 
care/further assessment to prevent an violent incident. Waiting room should 
be designed to be comfortable. Waiting rooms should be equipped with: TV, 
water, reading material, pay phones, written service information.  
 
• Where possible, service-users should have privacy when making phone calls 
and talking to a staff member 
 
• The environment should provide for service-user needs such as safety, 
privacy, dignity, gender and cultural-sensitivity 
 
7.2 Recommendations: Unit design  
 
• Internal design of the Emergency Department should be arranged to facilitate 
observation, and sight lines should be unimpeded (for example, not obstructed 
by the opening of doors). Measures should be taken to address blind spots 
within the facility, including consideration of the use of CCTV and parabolic 
mirrors  
 
• All services should provide a designated area specifically for the purpose of 
reducing arousal or agitation. 
 
• Facilities should ensure routes of safe entry and exit in the event of an 
emergency related to violent behaviour  
 
• A separate area should be available to receive service-users with police 
escorts  
 
• Where practicable, access to an external area should be provided (e.g. 
service-user smoking area)  
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• Suitable access facilities are needed for people with mobility, orientation, 
visual or hearing impairment, and other special needs  
• Furniture should be arranged to avoid entrapment of staff, an exits should be 
readily accessible 
 
• Increase visible safety features to reduce opportunity for violence. Triage 
clinicians should be situated behind safety glass, and doors to the clinical 
treatment areas should be locked.  
 
• Furnishings in crisis treatment areas/interview rooms/low-stimulus areas 
should be kept to a minimum and be fixed to the floor. These rooms should 
have all equipment stored in locked cupboards.  
 
• Emergency departments (ED) should have designated areas for conducting 
mental health assessments. These areas should be co-located in the ED 
 
• Designated interview rooms should able to accommodate up to six persons, 
be fitted with emergency alarm systems, have an outward opening door, a 
window for observation, be furnished with soft furnishings, and be free of 
potential weapons.  
 
• Facilities should have adequate means of controlling light, temperature, 
ventilation and noise.  
 
• All areas should look and smell clean  
 
7.2 Recommendations: Safety  
 
• Service-users presenting to triage require clear signage forbidding possession 
of weapons and advising of potential consequences of violent behaviour 
 
• A consistent code pertaining to imminent violence should be implemented 
throughout the healthcare setting.  
 
• Emergency departments require a system to alert staff about service-users 
who pose a risk of violence. Previous episodes of violence must be clearly 
documented as an alert in the medical records.  
 
• Responses to alarms should be clearly documented within the safety policy 
and ongoing training should be provided to ensure that these policies are 
consistently applied.  
 
• Alarms should be available in interview rooms, triage service areas, and other 
areas of health service where triage assessments are conducted.  
 
• All security alarms should be regularly maintained and checked for 
functionality.  
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• Clinical risk evaluation should be regularly conducted in environments where 
triage is undertaken. Particular attention must be paid to identifying objects 
that may be used as a weapon.  
 
• Guidelines for security intervention should be universally applied  
 
• Routine evaluation of existing security features/worksite risk analysis  
 
• In conducting assessments on service-users with a history of violence, or a 
high risk profile, two clinicians should be present, clinicians should not work 
alone. 
 
• Triage clinicians should have access to behavioural disturbance /emergency 
management teams to diffuse situations potentially involving imminent 
violence  
 
• After dark all unnecessary doors should be locked. Access to hospital should 
be limited and controlled by security staff  
 
• Staff conducting interviews within a designated interview room, should inform 
the ED team leader prior to conducting the interview, their intention to conduct 
the interview, the time of the interview, and the location of the interview. The 
team leader should be informed if there are potential risks of service-user 
violence to staff conducting interviews.  
 
• Where practicable, two clinicians should be present during an interview with a 
service-user deemed of risk of violence. If this is not possible, regular 5-minute 
safety checks should be maintained for the duration of the interview.  
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8. Staff related risk factors for service-user violence 
 
The following section of the Guideline presents the findings of the systematic review 
in relation to staff factors and risk of violence. The overall levels of evidence for the 
influence of healthcare staff characteristics and behaviours on risk of service-user 
violence are low; however, the literature reviewed for this Guideline indicates that 
health care staff characteristics and behaviours influence service-user risk of 
violence.  
 
Human interactions and behaviours are complex, and individuals utilise many 
different communication styles in the delivery of healthcare, thus it is difficult to 
generalise these findings to all health care staff.  
 
Some of the risk factors and recommendations for practice are derived from expert 
opinion D(GPP) and previous systematic reviews23 that identified staff factors as 
significant to service user violence. 
 
Table 16 (below) presents general staff risk factors (identified in the present 
systematic review) that influence service-user violence. 
 
Table 16. Staff factors (identified in the systematic review) that influence service-user violence 
Risk factor Evidence Level 
Staff working in isolation from other staff D 
Poor rapport with service-user D 
 
 
The following staff factors that may be significant to risk of violence (Table 17 below) 
are derived from lower levels of evidence D(GPP) and must be applied to practice 
with caution.  
  
Table17: D(GPP) evidence staff-related factors that may contribute to service-user violence risk 
Risk factors Evidence Level 
Younger age D(GPP) 
Minimal work experience D(GPP) 
Lack of training D(GPP) 
Male gender D(GPP) 
Confrontational  D(GPP) 
Authoritarianism D(GPP) 
Social restrictiveness D(GPP) 
Limited supervision D(GPP) 
Staff stress D(GPP) 
                                                 
23
 National Institute for Health and Clinical Excellence. (2005). 
7. Staff related risk factors for service-user violence  
 200 
Lack of managerial support/ administrative responsiveness D(GPP) 
Poor clinical skills D(GPP) 
Lack of psychiatric training  D(GPP) 
 
 
The following table (Table 18 below) presents staff behaviours identified through the 
literature as potential antecedents to service-user violence. These factors are derived 
from lower levels of evidence D(GPP) and must be applied to practice with caution.  
 
Table 18: Staff behaviours that may be antecedents to service-user violence  
Risk factors Evidence Level 
Staff limit setting D(GPP) 
Use of forced medications D(GPP) 
Use of restraint D(GPP) 
Use of seclusion D(GPP) 
Poor communication D(GPP) 
Lack of cultural sensitivity D(GPP) 
Disrespectful attitude D(GPP) 
Rigidity (lack of flexibility) D(GPP) 
Insufficient explanation of rules D(GPP) 
Restrictive regimes D(GPP) 
Harassment D(GPP) 
Provocation D(GPP) 
 
 
7.1 Recommendations  
 
• All employees involved in direct service-user care including: doctors, nurses, 
dentists, allied health clinicians, service staff, security staff, supervisors and 
managers, should be included in staff training programs on managing 
violence/aggression.  
 
• Adequate and flexible staffing levels should be available, which can be 
adjusted to fit changing security needs. Staff should avoid working in high risk 
areas alone  
 
• A mental health liaison team/clinician should be available to each emergency 
department. Psychiatric assessment should be available to the ED at all times  
 
• Staff should receive training and supervision regarding the management of 
personal occupational stress/ anger/frustration 
 
• Staff require training in communication techniques for working with mental 
health service-users and other service-users at risk of violence 
  
• Staff training needs include culturally specific training to work with diverse 
populations. 
 
• Post-incident debriefing must be offered to all staff involved in a violent 
incident  
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• Security staff require training in principles of human behaviour and aggression 
 
7.2 Policies  
 
• Staff should be encouraged to report all incidents of violence.  
 
• Services should have clear policies that clearly outline the procedures for 
managing service-users with disabilities 
 
• Well developed emergency procedures, policies, and protocols for 
management of aggression 
 
• Services should have policies that clearly outline the complaint procedures for 
service-users.  
 
• Service providers should have clear policies that outline full risk management 
strategies for their services. 
 
• Protocols should be developed to ensure that emergency services such as 
police or ambulance are aware of procedures and roles in an emergency 
situation. Such policies should outline what constitutes an emergency 
requiring police intervention.  
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9. Telephone triage 
 
The following section provides information on conducting violence risk assessment 
via the telephone. No literature was found in the systematic review that directly 
addresses this topic, thus this information is derived from expert opinion and 
literature related more generally to telephone triage (DGPP). Risk factors are derived 
from the systematic review. 
9.1 Conducting violence risk assessment by telephone 
 
One of the main limitations in conducting violence risk via the telephone is the lack of 
visual or other sensory cues. In telephone triage, clinicians are totally reliant on what 
they hear in the conversation with the caller to identify risk factors for violence.  
 
9.1.1 Interpersonal skills required for effective telephone triage 
 
Effective telephone triage requires well-developed interpersonal skills, as developing 
a rapport with the caller is central to gathering assessment information. 
The specific interpersonal skills required for effective telephone triage include: 
 
• Active listening skills 
 
• Warmth and empathy 
 
• Probing skills 
 
• Clarifying and restating to confirm understanding 
 
• Provision of support and reassurance  
 
9.1.2. Collecting assessment information 
  
Assessing risk of violence by telephone is challenging, as without visual cues, 
identifying warning signs can be problematic. In spite of the lack of visual and 
sensory cues, a considerable amount of information can be attained via the 
telephone consult that be used to identify risk factors for violence.  
 
The following table (Table 19) presents a summary of risk factors that can be 
assessed via the telephone.  
 
 
 
 
 
9. Telephone Triage 
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Table 19. Summary of risk factors that can be assessed via the telephone 
 
 
9.1.3 Current behaviours that may indicate violence risk 
 
• The service-users tone and volume of voice are important in identifying the 
presence of anger and hostility. Loud, raised voice (yelling, abusive) indicates 
anger and hostility 
 
• Verbal threats threatening to harm or kill should be considered risk factors for 
violence 
 
• Admits to having access to a weapon  
 
• Current intoxication 
 
• Admits to command auditory hallucinations (to harm others) 
 
 
 
 
 
 
 
 
 
 
Risk factors to assess via the telephone Evidence Level 
  
1. Current behaviours   
Lack of cooperativeness  A 
Restlessness/agitation A 
Hostility A 
Irritability B 
Suspiciousness  B 
Current intoxication C 
  
2. Current thoughts/thinking  
Thinking disturbances (thought disorder) A 
Persecutory delusions B 
Positive symptoms of schizophrenia (delusions/hallucinations) B 
Cognitive impairment (confusion, memory impairment) B 
  
3. Historical factors  
History of poly-substance use (illicit drugs) B 
History of mental illness B 
Previous diagnosis of anti-social personality disorder B 
History of previous violence C 
History of non-compliance with psychiatric medications C 
History of alcohol abuse C 
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10. Triage quick reference guide to risk factors for violence 
 
 
A. Appearance 
 
Uncooperative A 
Angry A 
Restless /agitated A 
Currently intoxicated C 
 
B. Behaviour 
 
Irritability B 
Suspiciousness  B 
Property damage  C 
 
C. Conversation  
  
Thinking disturbances (thought disorder) B 
Cognitive impairment (confusion, memory impairment) B 
Delusions and hallucinations  B 
Homicidal thoughts  C 
 
D. Historical factors  
 
 
E. Environmental factors 
 
Population density (overcrowding) B 
Staffing levels (low) B 
Agitation levels on ward B 
Waiting times (long) D 
 
 
 
History of poly-substance use (illicit drugs) B 
History of mental illness B 
Previous diagnosis of anti-social personality disorder B 
History of previous violence C 
History of non-compliance with psychiatric medications C 
History of alcohol abuse C 
10. Triage quick reference guide    
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Appendix A: Quality Appraisal Tool 
 
                       Study appraised by: 
  Date: 
SECTION 1: DESCRIPTION OF STUDY 
Title:  
Source: (author, year of publication) 
Study setting: (e.g. acute inpatient psychiatric unit, emergency department…) 
Study Type: (e.g. prospective/retrospective cohort study, cross-sectional study….) 
Evidence level: 
(office use only) 
 
Aims of study:  
SECTION 2: STUDY VALIDITY 
 Evaluation 
criterion 
 Quality 
√ ? X 
What were the key 
selection criteria 
(inclusion & 
exclusion criteria)?  
  
Were inclusion & 
exclusion criteria 
appropriate given 
the study question? 
  
Characteristics of 
participants: 
(i.e. Describe where were participants recruited 
from, participants’ demographic/clinical/social 
characteristics) 
 
How many 
participants in 
study? Was this 
number sufficient? 
  
P
a
rt
ic
ip
a
n
ts
 
Describe sampling 
procedures: 
 
 
(i.e. cohort study - Were cohorts selected and 
recruited at the same time? Consecutive or 
random sampling?  
Cross-sectional- how long was the data collection 
period?) 
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What were the 
exposures? 
(i.e. what were the independent variables? How 
was prediction/assessment achieved?) 
 
 
 
 
How was data 
collected?  
(e.g. what methods were used to collect data. 
Survey, observation etc.) 
 
If cohort: What 
were the prognostic 
groups? 
(Describe features of each prognostic group).  
Was measurement 
of variables similar 
in all groups? Were 
measurements 
valid? 
(e.g. Were variables in each group measured in 
the same way? Were these measurements valid 
for each group? If not, were differences 
stratified/adjusted for in analyses?) 
 
Were all participants 
analysed in groups 
to which initially 
assigned? 
  
E
x
p
o
s
u
re
 &
 c
o
m
p
a
ri
s
o
n
 
Were participants 
and researchers 
blind to prognostic 
factors? 
  
What outcome 
measures were 
used? How were 
these defined? 
(Describe the dependant variables of the study. 
Important to describe how violence/aggression 
was defined by the authors) 
 
How complete was 
the follow up 
period? Was it 
sufficient?  
(Could all likely effects have appeared during the 
period? Could effects be transitory?  Was follow 
up sufficiently complete?) 
 
How many dropouts 
were there?  
  
O
u
tc
o
m
e
s
 
Could selective drop 
outs explain study 
effects? 
  
 216 
Was outcome 
assessment blind? 
  
If cohort: Have any 
confounding 
variables been 
taken account of? 
Have they been 
utilized in the 
prediction model? 
  
QUALITY OF STUDY DESIGN – How successfully do you think the study 
minimized bias? Very Well = + okay = ø poorly = - 
  
SECTION 3: STUDY RESULTS 
Report study findings: (Report findings, including stats (e.g. effect sizes, Odds ratio, 
relative risk, CI’s…)) 
Are the results reported 
appropriate given the study 
type? 
 
IF COHORT: QUALITY OF STUDY RESULTS: Useful, precise +/or sufficient 
power? Very good = +, okay = ø, poor = - 
 
SECTION 4: STUDY APPLICABILITY 
 Evaluation 
criterion 
 Quality 
√ ? X 
P
a
rt
ic
ip
a
n
ts
 Were participants 
representative of 
the source 
population? 
  
E
x
p
o
s
u
re
 &
 
c
o
m
p
a
ri
s
o
n
 Can the 
applicability/ 
relevance of 
prognostic factors 
be determined? 
  
QUALITY OF STUDY APPLICABILITY – (a) Was it possible to determine 
applicability? Very well = + Okay = ø poorly = -  
 
(b) Are findings applicable to the triage setting?  
Very well = + Okay = ø poorly = - 
(office use 
only) 
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SECTION 5: EXTRA COMMENTS 
Describe any additional 
limitations of the study: 
Have all possible 
explanations of the effects 
been considered? 
 
Additional comments:  
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Appendix B: Expert Panel Content Validity 
 
 
 
Section 1: Background 
 
Relevance 
1 = Not relevant   2= Slightly relevant  3= Moderately relevant  4= Highly relevant   
 
Comments 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Clarity 
1 = Very unclear  2= Needs major rewording for clarity  3= Needs minor rewording for 
clarity  4= Very clear  
 
Comments 
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Section 2: Method 
 
Relevance 
1 = Not relevant   2= Slightly relevant  3= Moderately relevant  4= Highly relevant   
 
Comments 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Clarity 
1 = Very unclear  2= Needs major rewording for clarity  3= Needs minor rewording for 
clarity  4= Very clear  
 
Comments 
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Section 3: How to use this Guideline 
 
Relevance 
1 = Not relevant   2= Slightly relevant  3= Moderately relevant  4= Highly relevant   
 
Comments 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Clarity 
1 = Very unclear  2= Needs major rewording for clarity  3= Needs minor rewording for 
clarity  4= Very clear  
 
Comments 
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Section 4:  Conducting violence risk assessment 
 
Relevance 
1 = Not relevant   2= Slightly relevant  3= Moderately relevant  4= Highly relevant   
 
Comments 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Clarity 
1 = Very unclear  2= Needs major rewording for clarity  3= Needs minor rewording for 
clarity  4= Very clear  
 
Comments 
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Section 5:  Risk factors for violence  
 
Relevance 
1 = Not relevant   2= Slightly relevant  3= Moderately relevant  4= Highly relevant   
 
Comments 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Clarity 
1 = Very unclear  2= Needs major rewording for clarity  3= Needs minor rewording for 
clarity  4= Very clear  
 
Comments 
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Section 6:  Risk factors for violence in special populations 
 
Relevance 
1 = Not relevant   2= Slightly relevant  3= Moderately relevant  4= Highly relevant   
 
Comments 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Clarity 
1 = Very unclear  2= Needs major rewording for clarity  3= Needs minor rewording for 
clarity  4= Very clear  
 
Comments 
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Section 7:  Staff characteristics and behaviours and violence risk  
 
Relevance 
1 = Not relevant   2= Slightly relevant  3= Moderately relevant  4= Highly relevant   
 
Comments 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Clarity 
1 = Very unclear  2= Needs major rewording for clarity  3= Needs minor rewording for 
clarity  4= Very clear  
 
Comments 
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Section 8:  Environmental factors and violence risk  
 
Relevance 
1 = Not relevant   2= Slightly relevant  3= Moderately relevant  4= Highly relevant   
 
Comments 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Clarity 
1 = Very unclear  2= Needs major rewording for clarity  3= Needs minor rewording for 
clarity  4= Very clear  
 
Comments 
 
 
 
 
 
 
 227 
Appendix C 
 
 
 
        
 
PILOT TEST  
CLINICAL PRACTICE GUIDELINES FOR VIOLENCE RISK ASSESSMENT AT 
TRIAGE  
 
 
 
 
 
Clinical Practice Guideline for violence risk assessment at triage 
 
Instructions for providing feedback about the CPG 
 
1. Please read through all sections of the (draft) Guideline Practice Guideline carefully.   
 
2. On the feedback sheet provided, please answer the first 10 questions by using the rating 
scale provided  
 
3. Please provide comment about the Guideline in questions 11, 12 and 13 in the space 
provided 
 
4. Please return the feedback sheet and your copy of the Guideline to the researcher in the 
reply paid express post bag provided within two (2) weeks of receiving it 
 
 
 
 
 
 
 
Do you wish to be named as part of the Guideline Development Team on the Final 
Report and completed Clinical Practice Guideline? 
 
 
YES  
             Name  …………………………………………………………………..  
 
          
NO       I wish to remain anonymous  
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   FEEDBACK RATING SCALE  
1. Strongly disagree  
2. Disagree  
3. Neither agree nor disagree  
4. Agree  
5. Strongly agree 
 
 
                                                                                                                              Strongly disagree                                        Strongly agree   
 
1. The Clinical Guidelines are clear and easy to 
       follow 
 
2. The Clinical Guidelines are too complex to use 
in my triage practice 
 
3. The Clinical Guidelines are helpful to me in 
identifying service users who may be at risk of 
becoming violent 
 
4. The Clinical Guidelines provided a structured 
      process to assist me in assessing risk of  
      violence 
 
5.   Clinical Guidelines are helpful in providing  
      consistency in triage decision-making about  
      risk of violence 
 
6.   Clinical Guidelines are useful for providing 
      guidance for clinicians with different levels of 
      experience in assessing risk of violence 
 
7. Clinical Guidelines provide a helpful resource to 
draw on in triage clinical practice 
 
 
8. The language used in the Clinical Guidelines   
       is clear and easy to understand 
 
 
9.   The Clinical Guidelines helped with my level of 
      confidence in assessing risk of violence at  
      triage 
 
 
10. The Clinical Guidelines are time consuming 
        to use in triage practice 
 
 
 
 
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5  
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11. What, if any, problems/difficulties do you foresee in using the Clinical Practice Guidelines for 
Violence Risk Assessment at triage in practice?  
      _______________________________________________________________________________ 
 
12. What, in your opinion, would improve the Clinical Practice Guidelines for Violence Risk 
Assessment at triage? 
______________________________________________________________________________ 
 
13. Are there any comments you would like to make that may contribute to the refinement of the 
Clinical Practice Guidelines for Violence Risk Assessment at triage?  
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Appendix D: Service-User feedback 
 
                                          Appendix D 
 
 
 
 
 
Consumer Feedback 
Clinical Practice Guideline for violence risk assessment at triage 
 
Instructions for providing feedback 
 
1. Please read through the Mental illness section of the Guideline carefully (section 6.3, page 
35 - 42).  
 
2. On the feedback sheet provided, please rate and provide comment where needed on 
section 6.3 of the Guideline: 
a) The consumer focus in this section of the Guideline (e.g. the section reflects a consumer-
focused approach).  Using the response options provided, please circle the number that 
indicates your response). You may also add comments /feedback about this section in the 
space provided 
 
b) The use of appropriate language (eg. language usage reflects a respectful view of 
consumers). Using the response options provided, please circle the number that indicates your 
response). You may also add comments /feedback about this section in the space provided 
 
4. Please return the feedback sheet and your copy of the Guideline to the researcher in the 
reply paid express post bag provided 
 
 
 
Do you wish to be named as part of the Guideline Development Team on the Final 
Report and completed Clinical Practice Guideline? 
 
 
YES  
             Name  …………………………………………………………………..  
 
          
NO       I wish to remain anonymous  
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Consumer feedback sheet 
 
Section 6.3  Mental illness  
 
a) Consumer focus  
 
1 = No consumer focus   2= Slight consumer focus  3= Moderate consumer focus   
4= Strong consumer focus   
 
Comments 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
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b) Language usage 
 
1 =  Very disrespectful  2= Somewhat disrespectful  3= Respectful (but needs slight 
improvement in wording) 4= Very respectful 
 
Comments 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………… 
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